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ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 
The Pinebluff Sanitarium is stiuated in the sandhills of North Carolina in a 60-acre pest 


of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Sou 


Pines. This section is unexcelled for its healthful climate. 
Ample facilities are afforded for recreational and occupational therapy, particularly out- 


of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 
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WHAT IN THE WORLD IS HE DOING... 


(And What Does It Have To Do With The Medical Profession?) 


HE IS WIRING A BOARD THAT GIVES BLUE CROSS-BLUE 
SHIELD" A DIRECT LINE TO THE DOCTORS AND PEOPLE OF 
NORTH CAROLINA. IN OTHER WORDS, THIS DEVICE HAS 
THE ANSWER TO THE EVER-PRESSING QUESTION: WHERE'S 
THE MONEY COMING FROM WHEN 

ILLNESS STRIKES? 


THE GENTLEMAN WITH THE PHOTOGENIC 
HANDS IS PREPARING THE “BRAIN” OF AN 
IBM TABULATOR FOR THE AUTOMATIC RUN- 
OFF OF CHECKS TO DOCTORS FOR SURGI- 
CAL-MEDICAL CARE OF HOSPITAL SAVING 
ASSOCIATION MEMBERS. 
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Conclusive evidence 
of the effectiveness and low toxicity 
of Furadantin 
in treating bacterial urinary tract infections 


is provided in its recent 


acceptance by the Council 


FURADANTIN 
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ee 
Nitrofurantoin.—Furadantin (Eaton).— 

Actions and Uses.—Nitrofurantoin, a nitrofuran derivative, 
exhibits a wide spectrum of antibacterial activity against both 
gram-positive and gram-negative micro-organisms, It is bac- 
teriostatic and may be bactericidal to the majority of strains of 
Escherichia coli, Micrococcus (Staphylococcus ) pyogenes albus 
and aureus, Streptococcus pyogenes, Aerobacter aerogenes, and 
Paracolobactrum species. The drug is less effective against 
Proteus vulgaris, Pseudomonas aeruginosa, Alcaligenes faecalis, 
and Corynebacterium species; many strains of these organisms 

The N.N. R. may be resistant to it. However, bacterial resistance to other 
anti-infective agents is not usually accompanied by increase in 
resistance of the organisms to nitrofurantoin. The drug does 


monograph not inhibit fungi or viruses. 

: Nitrofurantoin is useful by oral administration for the treat- 
on Furadantin ment of bacterial infections of the urinary tract and is indicated 
in pyelonephritis, pyelitis, and cystitis caused by bacteria sensi- 
states: tive to the drug. It is not intended to replace surgery when 
2 mechanical obstruction or stasis is present. Following oral ad- 
ministration, approximately 40% is excreted unchanged in the 
urine. The rernainder is apparently catabolized by various body 
tissues into inactive, brownish compounds that may tint the 
urine. Only negligible amounts of the drug are recovered from 
the feces. Urinary excretion is sufficiently rapid to require ad- 
ministration of the drug at four to six hour intervals to main- 
tain antibacterial concentration. The low oral dosage necessary 
to maintain an effective urinary concentration is not associated 
with detectable blood levels. The high solubility of nitro- 
furantoin, even in acid urine, and the low dosage required 

diminish the likelihood of crystalluria. 


Nitrofurantoin has a low toxicity. With oral administration 
it occasionally produces nausea and emesis; however, these 
reactions may be obviated by slight reduction in dosage. An 
occasional case of sensitization has been noted, consisting of a 
diffuse erythematous maculopapular eruption of the skin. This 
has been readily controlled by discontinuing administration of 
the drug. Animal studies, using large doses administered over 
a prolonged period, have revealed a decrease in the maturation 
of spermatozoa, but this effect is reversible following discon- 
tinuance of the drug. Until more is known concerning its long- 
term effects, blood cell studies should be made during therapy. 
Frequent or prolonged treatment is not advised until the drug 
has received more widespread study. It is otherwise contra- 
indicated in the presence of anuria, oliguria, or severe renal 
damage. 


Dosage.—Nitrofurantoin is administered orally in an average 
total daily dosage of 5 to 8 mg. per kilogram (2.2 to 3.6 mg. per 
pound) of body weight. One-fourth of this amount is ad- 
ministered four times daily—with each meal and with food at 
bedtime to prevent or minimize nausea. For refractory infec- 
tions such as Proteus and Pseudomonas species, total daily 
dosage may be increased to a maximum of 10 mg. per kilogram 
(4.5 mg. per pound) of body weight. If nausea is severe, 
the dosage may be reduced. Medication should be continued 
for at least three days after sterility of the urine is achieved. © @ 
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Meat... 


and the Important Role of 
Protein in Hemoglobin Synthesis 


Although the relationship between iron and hemoglobin formation is 
widely appreciated, the important role played by protein in hemoglobin 
synthesis is relatively obscure. Nevertheless, since globin is just as much a 
component of the hemoglobin molecule as is iron, the continued synthesis 


of this protein is necessary for normal hemoglobin production. 


It has recently been estimated that in the average adult 8 Gm. of globin 
is destroyed daily.' This means “‘that approximately 14% of the total dietary 
protein intake of the average adult [female] is required solely for the re- 
synthesis of new hemoglobin. These data reemphasize the importance of 
adequate protein, as well as iron, intake for the maintenance of a normal 


rate of hemoglobin synthesis in man.’’* 


Because meat is an outstanding source of both iron and high quality 
protein, it is always recommended in generous amounts in the dietary man- 
agement of hypochromic anemia. These nutritional values, as well as its 
significant content of B vitamins, also make meat an important component 


of the daily diet of normal persons. 


1, Drabkin, D. L.: Metabolism of Hemin Chromoproteins, Physiol. Rev. 31:345 (1951). 
2. The Biosynthesis of Hemoglobin, Editorials, J.A.M.A. 150:1223 (Nov. 22) 1952. 


The Seal of Acceptance denotes that the nutritional = @ZEeSe, 
statements regarding meat made in this advertise- 
ment are acceptable to the Council on Foods and ly 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


$$$ $$$ 
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Dramatic results 
with 


(HYDROCORTISONE, MERCK) 


in Bursitis 


4 

4 

4 


Tablets of HYDROCORTONE afford rapid, even spec- 
tacular relief in most cases of bursitis. Oral therapy 
is effective, convenient, and well tolerated. 


In acute bursitis, Saline Suspension of HYDROCORTONE 
Acetate, injected directly into the bursa, is of great 
value. Relief of pain and increased mobility have 
occurred within a few hours in many patients treated 


with economical low doses. 


Hyprocortons is the registered MERCK & CO., Inc. 
By, trade-mark of Merch & Co., Inc. Manufacturing Chemists 

be for its brand of hydrocortisone. = RAHWAY, NEW JERSEY 
; © Merck & Co., inc. 
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AMPHOJEL’ S 


ALUMINUM HYDROXIDE GEL 
WYETH'S ALUMINA GEL 


In uncomplicated 

PEPTIC ULCER 

prompt healing may 

be anticipated when 
acid and pepsin 
corrosion are halted. 
‘Double-Gel action” of 
Amphojel provides 
both local physical 
protection and gentle Wigeth 
sustained antacid effect. 


Philadelphia 2, Pa, 
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against staphylococci, streptococci and pneumococci— 
especially indicated when patients are allergic to other 
antibiotics or when the organism is resistant. 


A DRUG OF CHOICE 


Zz against staphylococci—because of the high incidence of 
staphylococci resistant to other antibiotics. 


A DRUG OF CHOICE 


because it is less likely to alter normal intestinal flora 
than other antibiotics, except penicillin; gastrointestinal 
disturbances rare; no serious side effects reported. 


7 USE ERYTHROCIN 
in pharyngitis, tonsillitis, otitis media, sinusitis, bronchi- 


tis, scarlet fever, pneumonia, erysipelas, pyoderma and 


certain cases of osteomyelitis. 


DOSAGE 


average adult dose is two 100-mg. tablets every four to 
six hours. Specially-coated ERYTHROCIN 
tablets are available in bottles of 25 and 100. Obbott 


ane Trade Mark ERYTHROMYCIN, ABBOTT CRYSTALLINE 
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FORTY YEARS OF 
RESEARCH-PROGRESS 


Camels’ makers “never rest until the good 
is better... and the better, best!” For 40 years. 
our research has been constant, thorough, 


CHOICE QUALITY 


steadily progressive to make a good 
cigarette better... to make it best. 


$2,000,000 addition 
to Camels’ facilities 
— this new research 
building of ultra- 
modern laboratories. 


Every laboratory 
equipped 


with the most 


modern research 
apparatus known 
today. (Right — 
“counter current” 
device that speeds 
analytical ingredient 
definition. ) 

‘ 
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R. J. REYNOLDS TOBACCO COMPANY + WINSTON-SALEM - N. C. 
| 


Lumbar wid Sacral Regions 
the Spinal Cord 


eT Longissimus dorsi muscle 


Ligamentum flavum 


Twelfth rib; ext. intercostal m. —_____/# a Post. internal vertebral 
} . venous plexus 


Latissimus dorsi m.; pleura Spinal dura mater (cut) 


Arachnoid (cut); post. Twelfth thoracic nerve; 
spinal artery and vein ' - lumbar part of diaphragm 


Lumbar ganglion lumbodorsal fascia 


Cauda equina lliohypogastric nerve 


Third lumbar ganglion; fourth / 
lumbar vertebra llioinguinal nerve 


Fifth lumbar vertebra; fourth 


lumbar ganglion Psoas major muscle 


First sacral nerve Femoral nerve 


Sacrum Obturator nerve 


Iliacus muscle Ilium; gluteus medius muscle 


Gluteus maximus muscle 4 Second sacral nerve 


Third sacral nerve — Fourth sacral nerve 


Fifth sacral nerve Filum durae matris spinalis 


Coccyx; sacrococcygeal lig. Coccygeal nerve 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


A wide variety of infections 
of the spine are caused 
by organisms susceptible to 


Aureomycin 


HYDROCHLORIDE CRYSTALLINE 


This antibiotic is therapeutic 
for such infections, 

including chronic osteomyelitis 
of the pelvis and sacrum. 

Tt is also useful as a 


prophylactic prior to surgery. 


LEDERLE LABORATORIES DIVISION amenscay Ganamid company 
30 Rockefeller Plaza, New York 20, N. Y. 
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prompt and 

| prolonged 

 decongestion 
in COLDS 


SINUSITIS 


Neo-Synephrine hydrochloride, through immediate and prolonged 
decongestive action, not only restores nasal patency, but also 
helps to reestablish and protect the physiologic defense mechanisms 
ws of the nasal cavity: sinus drainage and aeration. 
Keentn o Neo-Synephrine hydrochloride is notable for its relative freedom 
mi from sting and for virtual absence of compensatory congestion. 
Furthermore, it does not usually produce systemic side effects such 
as nervous excitation, cardiac reaction or insomnia, 
The decongestive action of Neo-Synephrine hydrochloride is undi- 
minished by repeated use—insuring relief throughout the dura- 
tion of the illness. 
%% solution (plain and aromatic), 1 oz. bottles 
% and 1% solutions (when stronger vasoconstrictive action is 
needed), 1 oz. bottles 
“%e% water soluble jelly, % oz. tubes 


Neo-Synephrine 


HYDROCHLORIDE 


Inc. 
New 18, N.Y. Winosor, 


Neo-Synephrine, trademark reg. U.S. & Canada, brand of phenylephrine 
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Winst 
Wins 


Winston-Salem, 
North Carolina 


...the more than 2200 babies born last 
year have a far better chance for healthy 
growth than Winston-Salem babies born 
100 years ago. Major credit must go to the 
great strides of modern medicine, as prac- 
ticed by Winston-Salem’s 232 physicians 
and 7 hospitals. 


BORDEN is proud to have had a share in 
this progress. Ever since Gail Borden origi- 
nated preserved milk 100 years ago to pro- 
vide safe nutrition for babies, BORDEN’s 
interest in child feeding has never waned. 
Today, Winston-Salem’s 27 pharmacies 
offer such products as BREMIL, MULL-SOY, 
and DRYCO — modern developments of nu- 
tritional science specifically tailored to 
meet the needs of most infants...even 
those allergic to milk. Because of this long 
experience and continuing research in nu- 
trition, you can always prescribe a BORDEN 
product with confidence. 


BASE MAP (©) BY RAND MONALLY & 00., CHICAGO A. 6965 


a 
Borden 


formula 


for 
almost 


every 


baby 


For samples and literature, write 


Bethania 
— 
MOMAVIAN 
was C Lewisville 
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neat to breast milk for uneventful feeding 


virtually “instant” powdered milk product, completely modi- 
fied in the image of breast milk... yet costs less than a penny 
an ounce — no more than ordinary formulas requiring 
vitamin adjustment. 


BREMIL minimizes the incidence of hyperirritability caused 
by subclinical tetany... because of its guaranteed calcium- 
phosphorus ratio of 14:1. 


BREMIL minimizes the incidence of digestive upsets... be- 
cause its small curds and fine fat emulsion are patterned 
after breast milk. 


BREMIL minimizes the incidence of excoriations caused by 
ammoniacal urine. 
Supplied in 1-lb. tins. Normal dilution, 1 level tablespoonful 
and 2 fl.oz. water. 


for infants allergic to cow’s milk 


homogenized soy preparation—entirely milk-free but closely 
comparable to milk in protein, carbohydrate, fat, calcium, 
and phosphorus. Palatable and digestible; easy to use as 
evaporated milk. In 15%-fl.oz. tins. 


flexible base for “problem” feeding 


In its second generation of achievement, DRYCO continues to 
prove its usefulness in the feeding of prematures or when- 
ever digestive disturbances demand low fat. DRYCO is high 
in protein, low in fat, moderate in carbohydrate. . . digesti- 
ble, easy to use, fortified with vitamins A and D. In 1- and 
2'%4-lb. tins. 


Available through all drug channels. 


Bordens PRESCRIPTION PRODUCTS DIVISION 
350 Madison Avenue, New York 17 
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If you'd rather rent your 


x-ray apparatus... 


CHARLOTTE 3, N.C., 1513 Camden Street DURHAM, N.C., #0. Box 994 
WINSTON-SALEM, N. C., 1016 Vernon Avenue 


ie) | = 
EF 
pickER X-RAY CORPORATION 
25 SOUTH BROADWAY: WHITE PLAINS, N. Y- 
R ai A 
Subject to your acceptance of the terms and conditions set forth ‘ 
picKER X-RAY GRPORATION: pereafter called the Corporation: if 
1, The use of the equipment described pelows .. 
WA. 2: 2. The replacement of tubes which are part of such equit 
3. Technical service and instruction in the operation of 
4. Maintenance of the equipment: Pi 
Description of Equipmen 


ue /of city in, oontyoll ing otitis media, 
severe sjhusitis fri Avagterial / 


virtua all i ong of the respiratory Ara , due to ortom- 
plicated by th organisms sensitive to Terramycin, As now 
/a of clinic / 


Beckuse’ of its cellent toletation ghd rapid Nertamfein 
/ is/a f choice for bacteria respiratory tract infections. 
Among, forms of Terrayhycin are Capsiles/ 


/ 


/ 
/ / / / / eumonia weather, / / 
/ /the Season / / / / 
/ VA / infections / / ff 
/ / / / / / / / / / 
/ // 
/ / / sft ff / 
/ / / / / / 
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when the history 
hints at diabetes 


for urine-sugar analysis 


CASES 


SISTER 


BROTHER 


MOTHER 
FATHER 
UNCLE 
COUSIN 
: GRANDFATHER 
Une center section tu recor 
PAST HIST¢ GRANDMOTHER 
DAUGHTER-—SON ~* 


NIECE-NEPHEW 


The Diabetic Relatives of 265 Diabetics‘ 


In view of “...the very high incidence 
of ...unsuspected cases among the 
blood relatives of diabetic patients,” 
Get the urine-sugar testing of all such 
individuals should be routine and frequent. 


1, Barach, J. H.: Diabetes and Its 
Treatment, New York, Oxford University 
Press, 1949, p. 38. 

2. Allen, F. M.: Diabetes Mellitus, 

in Piersol. G. M., and Bortz, E. L.: 
Cyclopedia of Medicine, Surgery, Specialties, 
Philadelphia, F. A. Davis Company, 

1951, vol. 4, p. 505. 


AMES 


COMPANY, INC., ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


XVIII 
Name... Year of b 
1 means examined and found abno means examined an 
Hypertensivo 
Kidney disease 
Heart diwease 
; Cancer 
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hildren 


| j SWALLOWED 


bit of fuss... 


OR IN FOOD 


j @ The Best Tasting Aspirin you 


DISSOLVED y Can Prescribe. 
@ The Flavor Remains Stable 
ON TONGUE p ail Down to the Last Tablet 
f in the Bottle. 


© 24 Tablet Bottle... 
2 gr. each 15¢ 


(LD) OD oe 


Grooved Tablets— 
Easily Halved 


7 
CHILDREN’S SIZE | NER 
BAYER ASPIRIN 
We will be pleased to send samples on request Lie 


THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, N.Y. Paice ag, © “as 
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ANSWERS TO COMMON QUESTIONS 


(ERYTHROMY 


Q. What is the status of ‘Ilotycin’ 
in the treatment of pneumonia? 


In pneumonia caused by pneumococci 

and staphylococci, ‘Hotycin’ is very ef- 

fective. Doses of 200 mg. every four 

hours are recommended. 


Q. Is ‘Hotycin’ effective in urinary 
tract infections? 


Yes, when the causative organism is sus- 
ceptible to its action and when there is a 
minimum of mechanical factors such as 
strictures, stone, and the like. 


Q. How long should a streptococ- 
cus throat infection be treated with 


*Hotyetn’? 


The recommended minimum course for 
any antibiotic is five days. ‘Hotyein’ com- 
pletely eradicates the organisms within 
five days and thereby prevents recurrence 
of the infection. 


Q. Is there any contraindication to 
the use of ‘llotycin’ immediately 
following a parenteral dose of peni- 
cillin? 


No. ‘Hotyein’ does not inhibit the ac- 
tivity of penicillin. There is probably no 


specific indication for using penicillin in 
addition to ‘Tlotycin.’ Experiments both 
in vitro and with animals have shown 
no evidence that ‘lotycin’ is either an- 
tagonistic to or synergistic with penicil- 
lin or the “myeins,” 


Q. Are coliform bacteria less sen- 
sitive to ‘Ilotycin’ than to other 
broad-spectrum” antibiotics? 


Yes. There is less possibility of monilia 
and fungus overgrowth in the intestinal 
tract with ‘Ilotycin,’ since the predomi- 
nant organisms of the normal intestinal 
flora are relatively insensitive to the anti- 
biotic action of ‘Tlotyein.’ 

‘Ilotycin’ is supplied in 100 and 200-mg. 
specially coated tablets ... at phar- 
macies everywhere. 


[LOTYCIN 


CRYSTALLINE 
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NORTH CAROLINA MEDICAL JOURNAL 


OWNED AND PUBLISHED BY 


THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


VOLUME 14 


It is a tribute to both the medical prac- 
titioners and the public health officers of 
North Carolina that the two groups should 
find it possible to come together for this 
discussion. Perhaps we might look first at 
those areas in which the two have common 
interests, such as the field of mental health, 
and later turn to the aspects of the problem 
to which approaches are different. 

Both the practitioner and the health of- 
ficer are striving to alleviate suffering and 
disease. To accomplish this aim, human at- 
titudes and habits must be changed, whether 
it be in the case of the cardiac patient who 
must somehow learn to live without his com- 
petitive game of golf, or of a population that 
must be taught that water can be improved 
by adding fluorine. In some cases, as with 
victims of tuberculosis or venereal disease, 
the health officer has the legal power to 
enforce treatment. In general, however, he 
has learned that best results do not follow 
the use of authority, but come about when 
he can persuade or win his patient to ac- 
cept treatment voluntarily and coopera- 
tively. The practitioner rarely has the power 
to enforce treatment, with the exception of 
the certification of mentally ill persons; he 
usually operates entirely within the realm 
of his patients’ confidence in him and in his 
advice. 


Origins of Behavior 
The problem of changing attitudes with 
a consequent change in behavior belongs 
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within the peculiar realm of the psychiatrist. 
In order to make a rational approach to the 
problem, the psychiatrist has evolved certain 
hypotheses which are fundamental to all 
work with human beings, but which, because 
they are the very essence of psychiatric prac- 
tice, have been worked out most completely 
within that specialty. The basic idea is sim- 
ple—namely, that people act today because 
of memories, conscious or unconscious, of, 
things that happened earlier in their lives. 
While this general concept can hardly be 
questioned, difficulties arise when one be- 
gins to apply it to particular problems and 
to work out techniques. Thus few of us would 
argue that the experience of studying medi- 
cine had not left us quite different from 
what we were before, but when we try to 
figure out just why we chose to go to medi- 
cal school at all, the problem becomes much 
more subtle and complex. Interviewing a 
fellow physician as a candidate for a part- 
nership calls for a quite different approach 
from that used in hiring a charwoman to 
clean the office. In each case, the approach 
is influenced by what is known of the can- 
didate’s background and experience, and vo- 
cabulary, manner, and speed of reaching the 
point are determined accordingly. Many of 
our best short stories are based on the fact 
that people are not always what they ap- 
pear to be, just as most fairy tales deal with 
a prince charming or a beautiful princess 
who appears first in some ugly form. Much 
of the technique of psychiatric interviewing 
is designed to get behind the facade people 
erect and to discover the real person and the 
important problems hidden there. 
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Social 

I recently had the opportunity to see this 
type of analysis of behavior applied not to 
an individual, but to a population when I 
spent five days in the Virgin Islands study- 
ing the child. Ninety people were involved 
in the study, about 85 of whom were from 
the Islands and the rest outsiders bear- 
ing the imposing title, “resource persons.” 
One thing we all noticed as we observed the 
children on their way to school each day was 
how startlingly clean and stiffly starched 
they were. The boys wore starched cotton 
suits and the girls pretty cotton wash dres- 
ses. The Islanders told us that this was al- 
ways the case, that clothing had great sig- 
nificance for them. An anthropologist who 
had intensively studied the Islands concluded 
that this special attention to dress origi- 
nated before 1830, when the Negroes were 
slaves. The slaves were of two classes—field 
hands, who were considered to be of low es- 
tate, and houshold servants, who held higher 
status. The most conspicuous difference be- 
tween the two classes was dress, and it ap- 
pears that this use of clothing as a mark of 
status persists today in the insistence on 
exceedingly neat clothing, not only for chil- 
dren but for adults. This cleanliness and per- 
fection in dress persists in spite of a water 
shortage that makes washing difficult, and 
a climate that causes starched clothes to wilt 
rapidly. This would appear to be an example 
of a social custom that ceased to have mean- 
ing 120 years ago, but which persists as a 
cultural pattern transmitted from parents 
to children. 

Since medical practitioners and health of- 
ficers are concerned with changing behavior 
and attitudes, both will want to know what 
sort of past experiences has led to the be- 
havior they see before them. When the back- 
ground of behavior is understood, modifica- 
tion of it, when desirable, is more likely to 
be possible. We know that it is easier for the 
sedentary, philosophical person to take care 
of his coronary than it is for the driving, 
competitive individual. In practice we use 
this understanding in modifying attitudes 
that will preserve health. A city with no 
pride in its water—and its beer—can accept 
chlorination without protest, but not so 
Munich! 


Individual 


The hypotheses that behavior can be un- 
derstood on the basis of past experiences 
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has particular importance in the preventive 
field. If there are unhealthy attitudes, they 
must have had their origin in earlier ex- 
periences; and if these earlier experiences 
had been different, the later character de- 
fects would not have appeared. I recently 
had a patient, a college student, who had 
given his dean cause to fear that he had a 
very sick young man on his hands. The stu- 
dent’s class work had slipped far below his 
usual standards, A little investigation 
showed that the slump coincided with his 
falling violently in love. This the dean was 
used to. However, this young man became 
tremendously possessive toward his beloved ; 
and when her boss persisted in an old habit 
of calling his assistants “honey,” the young 
man told the boss not to address his fiancee 
in this way. My job was to help the dean de- 
cide whether the boy was simply a jealous 
lover, or whether his suspicions were strong 
enough to be termed psychotic. 


It transpired that the dean’s fears were 
groundless. The student’s attitude was ex- 
plained by the fact that he had recently been 
deceived by a girl who turned out to be in 
love with her boss, and, further, that he 
had been trained in an extremely strict code 
of chivalry that excluded the kind of fa- 
miliarity he objected to in his fiancee’s boss. 
These are obvious factors; one suspects that 
probably some imitation of the parents’ cul- 
tural patterns figured in the situation, as 
well as many more threads of past exper- 
ience. If any one factor had been different, 
the final embarrassment might have been 
avoided. 


The Problem of Prevention 

In the foregoing case, I was a medical 
practitioner reaching a diagnosis and offer- 
ing what little therapy—both for the dean 
and for the boy — that was needed. In 
another capacity, however, I am a health 
officer, with a particular interest in mental 
health. As the latter, I begin to ask where 
my preventive responsibility lies. How can 
we work in the lives of all the people to pre- 
vent the building up of this sort of sensitiv- 
ity? What is the responsibility of public 
health for such attitudes, for destructive at- 
titudes generally? 

It is clear that one must abandon medi- 
cine’s traditional exclusive interest in or- 
ganic pathology if he is to tackle such pre- 
ventive problems as are implied in this case. 
Time was when it was proper to infer that 
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every symptom was the result of a damaged 
organ, but that time is past. We know now 
that structurally undamaged organs can 
work badly, and that the brain, dependent 
as it is on the senses for raw material, is 
particularly prone to this sort of maifunc- 
tion, even though it appears to be organic- 
ally intact. The adrenal gland is dependent 
upon cortical stimulating hormones for its 
proper function; the brain can function 
properly only when the sensations it re- 
ceives and integrates are suitable and not 
inducive to some perverted sort of function. 


Early influences 

Most students of personality development 
agree that experiences of infancy and child- 
hood are of paramount importance in the 
formation of personality, and that if we de- 
sire healthy personalities later, the pattern 
must be laid in childhood. Not long ago I 
was asked to conduct a case conference at 
another medical school than my one. The 
patient was a man of 26 with a paranoid 
psychosis. This in itself was rather unre- 
markable until I found that his father was 
also psychotic. There were 12 children in 
the family, 7 of whom were known to be 
psychotic or to have strongly suggestive 
symptoms. The youngest member of the fam- 
ily, an 8 year old boy, was being treated in 
a child guidance clinic. Incomplete histories 
on 2 others indicated that trouble was brew- 
ing. Incidentally, it should be pointed out 
that the high concentration of schizophrenia 
in this family exceeds the normal expec- 
tancy, according to prevalent theories of the 
hereditary nature of schizophrenia. There 
are really too many cases in this instance to 
be explained on the basis of heredity. 

Could such nests of schizophrenia be 
avoided? It seems likely. The father had 
never had to be hospitalized. Perhaps some 
outpatient treatment would have reduced 
his destructive influence on his children. 
Perhaps if his wife, a rather ineffectual, hy- 
pochondriacal person, had been given un- 
derstanding support by her physician along 
the way, she could have given her children a 
stability that they had missed in this disor- 
ganized home. It is significant that the 8 year 
old boy appears to be gaining ground in his 
illness, perhaps because he has come under 
the influence of a group of persons stable 
enough to offset the disturbing home factors. 

There is too little available data to sup- 
port the conclusion that these kinds of re- 
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actions are actually preventable. In present- 
ing these cases, I am simply voicing the kind 
of speculation the mental hygienist enter- 
tains in the face of such problems, and the 
kind of preventive efforts to which he will 
lend his support. Clearly, these preventive 
efforts will have to take place within the 
family, and in some instances a chain of tra- 
ditions will have to be broken. 


Control of cultural patterns 

Whoever attempts such a task bears a 
great responsibility. We have, I think, 
tended to hold that traditions were too sacred 
to be tampered with, both fearing the power 
of these persistent ideas in a culture and re- 
specting many of them as the distillation of 
the wisdom of the ages. We do not regard 
cultural traditions as lightly as the college 
president who published an announcement 
that “Tomorrow it will become traditional 
at Old Siwash for all students to walk to 
classes rather than use automobiles,” but 
we also see how rapidly traditional modes of 
behavior have changed. In my lifetime the 
rate of divorces has risen from almost nil 
until it now seems that, if the trend con- 
tinues, every person will eventually have at 
least one divorce in the course of his life. 
With such changes going on about us, it can 
hardly be considered irreverent for us to at- 
tempt to control cultural patterns and sta- 
bilize homes for the purpose of fostering the 
mental health of children growing up in 
them. So far as such changes concern health, 
we of the medical profession, whether in 
private practice or public health, are respon- 
sible for their maintenance or their change. 

May I refer again to the Virgin Islands 
experience, which is still fresh on my mind? 
A group of us were discussing the supersti- 
tions surrounding pregnancy and comparing 
notes with regard to the different cultures 
represented. There were the usual fears that 
if the pregnant woman didn’t get the special 
food she craved, she would lose the baby or 
it would be marked in some way, and that 
if she saw a fire and placed a hand on her 
body, the child would have a birthmark at 
that place—these are almost universal. The 
question then arose as to why human beings 
produce such ideas, what human needs they 
fulfill, of what value are they in our emo- 
tional economy. While we didn’t arrive at 
an answer, I think we did give pause to 
those who tended to disparage al] irrational 
ideas and feel that they had to be blotted out 
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in the name of a cold-blooded science. This 
was in the daytime. By night, under the in- 
fluence of a calypso singer, these same 
iconoclasts ecstatically danced to primitive 
rhythms with an intensity that belied their 
disrespect for the fantastic and emotional 
needs of human beings, which was so ap- 
parent in the cold light of day. 

If we accept responsibility for the men- 
tal health of populations, we must acknowl- 
edge the needs of human beings for a rich 
fantasy life of myths and superstitions. In- 
deed, we must recognize in ourselves the 
tendency to draw conclusions out of data 
that are only suggestive; we, too, have the 
human dislike of the unanswerable question, 
and attempt to fill the gap with some hypo- 
thesis. Psychiatrists are said to be particu- 
larly adept at this practice, but others in 
the profession also indulge. 

I doubt that there is any way at this 
moment to make an accurate and distinct 
outline of the many issues touched on in 
this discussion. In these areas we are forced, 
far more than we would like, to “play by 
ear” instead of from a fixed score. Per- 
haps like the farmer in the story, if we are 
to achieve a scientific exactness in the anal- 
ysis of the origins of human behavior, we 
ought not to start from here. But here we 
are, and from here we must start our re- 
finement of method that will eventually give 
us the more exact knowledge we crave. Per- 
haps we can now progress to more immed- 
iately practical considerations. 


Psychiatric Techniques 

The medical practitioner deals primarily 
with an individual who comes for help. Gen- 
erally speaking, medical ethics obliges him 
to deal with that individual alone, although 
in the light of modern psychiatric thinking 
this ethic allows taking into consideration 
what Tyhurst has called “the fourth dimen- 
sion in therapy” — the involvement of the 
family and occasionally of the school and 
other community resources. This is ethical 
so long as it is designed to cure the patient. 
In psychiatry as much as in any other branch 
of medicine the initial diagnosis is para- 
mount. I need not remind you that psychia- 
tric diagnosis by exclusion of organic pathol- 
ogy is no longer acceptable, and that diag- 
nosis on the basis of positive signs is as es- 
sential in neurosis and schizophrenia as it is 
in pneumonia or intestinal obstruction. In 
psychiatric diagnosis the only useful labora- 
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tory instrument is likely to be the skill of 
the practitioner to get the patient to commu- 
nicate with him; the only laboratory is the 
patient himself—who must speak his own 
laboratory reports. All too frequently his 
therapy also depends primarily on communi- 
cation, and he must “cure himself” in a 
series of guided interviews. These interviews 
will include the sort of material, vague and 
impressionistic as it is, that we spoke of in 
the earlier part of this paper, together with 
the patient’s reactions to factors which have 
borne upon him throughout his life. 

A frequent complaint is that such work 
takes time that the busy practitioner can- 
not afford. There can be little doubt that 
initial diagnosis and therapy in psychiatric 
cases does take time, but it also yields suc- 
cess and a consequent satisfaction in the 
practice of medicine that few other types of 
therapy afford. A great deal of time is 
wasted and the possibility of therapeutic 
success squandered when therapy is begun 
on the basis of the statement, ‘‘There is 
nothing the matter with you.” In the long 
run, a more economical approach is likely 
to be: “‘The physical examination fails to 
show what is the matter. We will need to 
look elsewhere, together, in order to under- 
stand this sickness.” 

The health officer’s individual contacts 
with patients are usually less intensively 
personal than the practitioner’s. The patient 
frequently has no felt need; he is present 
to stay well, not to get well. An approach to 
personal problems is more difficult under 
these circumstances, but it is not impossible. 

The health officer will attempt to deal 
with problems he knows are present in a 
large proportion of the population. Such 
parent-child experiences as the mother’s 
fears in pregnancy, the self-questioning at- 
titudes of first-time mothers, the aggrava- 
tion caused by the period of negativism and 
many other behavior patterns provide ample 
material for educational programs designed 
to encourage the appreciative attitude be- 
tween parents and children which is so im- 
portant in the development of healthy per- 
sonalities. I have discussed these opportun- 
ities for the prevention of useless conflict 
so often that I hestitate to enlarge on them 
again except to stress that it is of such sim- 
ple and homely things as temper tantrums 
and refusal to eat, of nursery rhymes and 
Santa Claus, of smiles and frowns, appro- 
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val and punishment that personality is built. 
We do not know the optimal mixture of all 
these to produce optimal health, but we do 
know that if we are to build healthy per- 
sonalities, these are the materials that we 
will be manipulating. 


Summary 

There are influences bearing upon every 
individual as he grows and develops, prob- 
ably most significantly during infancy and 
childhood, though personality maturation 
does not cease at adolescence. The practi- 
tioner and the health officer will need to be 
concerned, both in the treatment and the 
prevention of personality disorders, with cul- 
tural pressures on the individual, both as 
felt in the community and as transmitted 
from generation to generation. 

The material used in personality struc- 
ture is not complicated—it consists of the 
homely things of everyday life and of the 
individual’s reactions to them. There is much 
still to be understood about how that mar- 
vel of complexity yet efficiency, the human 
nervous system, combines and integrates ex- 
periences, but it does so by conscious and 
unconscious memories that make the per- 
sonality of the moment interpretable in 
terms of past experiences. In the diagnosis 
and treatment of patients who have func- 
tional disorders, with or without organic 
disease, these building stones of personality 
will have to be examined, the data being ob- 
tained from the original and exclusive source 
—the patient. 

Prevention of many personality disorders 
will consist in attempts to insure the main- 
tenance of healthy, appreciative attitudes be- 
tween children and their parents and those 
who stand in loco parentis from time to time. 
Dealing with these matters enhances the sat- 
isfactions of the practice of medicine and can 
result in the alleviation of psychiatric symp- 
toms and, we hope, in the prevention of per- 
sonality breakdown. 


Discussion 


Dr. Joseph Knox (Wilmington): It is generally 
conceded that if there is anything to be done in men- 
tal hygiene, pediatrics is the field in which to start. 
As a pediatrician, I agree with Dr, Lemkau that it 
is the smile, the frown, the nursery rhyme, the fairy 
tale that go to build personalities for good or bad. 
The problem goes back to the attitude of doctors, 
and that puts the finger on the medical school which 
trains the doctors. When I was in medical school, 
courses in mental hygiene and psychiatry were usu- 
ally scheduled at the most inconvenient hour pos- 
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sible and failed to give the student adequate prepa- 
ration for this phase of his future practice. 

Just recently a pregnant mother with three chil- 
dren came into my office. During the interview the 
mother volunteered: “Joan worries me all day long. 
We clash from the time we get up in the morning 
straight through the day. I know it’s all my fault.” 

There was nothing I could do. I had two hands 
and a stethoscope, neither of which is any good in 
a case of that sort. But I am interested in the prob- 
lem because of the fact that personalities are made, 
or probably warped, as these youngsters are exposed 
to their parents. As a pediatrician I have an oppor- 
tunity to do something about it; yet I’m the first to 
admit the inadequacy of the tools at hand, I’m guilty 
of wanting to use a stethoscope or a tongue- depres- 
sor or an otoscope—to find something I can give a 
dose of medicine for. I am looking for something I 
can treat! 


PUBLIC HEALTH AND THE 
PRIVATE PHYSICIAN 


OBLIGATIONS AND OPPORTUNITIES 


JOHN R. BENDER, M.D.* 
WINSTON-SALEM 


As a member of the Board of Health of 
Forsyth County and also of the State Health 
Department, I have been aware of the cau- 
stic remarks and unjust criticism by laymen 
and professional colleagues alike, who, out 
of selfishness or misunderstanding, have ex- 
pressed the backward views of short-sighted 
personalities rather than the long-range vi- 
sion of mature judgment. There are few 
physicians in private practice who are not 
alert to the need for improvement in the 
treatment of individual illness or injury, but 
entirely too many overlook their opportunity 
for leadership in planning efficient local 
health centers, hospitals, and medical ser- 
vices for their communities. When we 
physicians fail to participate in community 
health planning, we are neglecting our civic 
duty; and those who assume this responsi- 
bility as the result of our default may omit 
medical consultation altogether when they 
undertake a program of medical care. Inertia 
on the part of physicians with respect to 
their community responsibilities antagonizes 
the public. The answer “too busy” to attend 
the sick or to serve on boards, health coun- 
cils, and agencies becomes a mockery when 
these “busy” physicians are seen two or 
three afternoons a week on the golf links. 
In order to avoid indictment of our profes- 
sion, physicians must strive to maintain good 
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will in our respective communities through 
a willingness to serve. 


Definition and Objectives 

The interrelationship between the local 
health department, the practicing physician, 
and the community can be better understood 
if we analyze the definition of public health. 
The definition accepted by the United Na- 
tions reads: 

“Public Health is the art and science of pre- 
venting disease, prolonging life and promoting 
physical health and efficiency through organ- 
ized community effort for the sanitation of the 
environment, the control of communicable in- 
fections, the education of the individual in prin- 
ciples of personal and community health, the 
organization of medicine and nursing services 
for the early diagnosis and preventive treat- 
ment of disease and for the development of the 
social machinery which will insure to every in- 
dividual in the community a standard of living 
adequate for the maintenance of health.” 
Therefore, public health should be con- 

sidered an institution created by society to 
protect and promote a state of community 
well-being. We may also accept the premise 
that through public health each community 
should so organize its efforts as to enable 
every citizen to realize his birthright of 
health and longevity. It is in his local com- 
munity that the physician has his greatest 
opportunity to become a statesman in public 
health. 

We must recognize the continuous inter- 
acting relationship between the practice of 
medicine and the social and economic pat- 
tern of the community. It is here that many 
of our public health problems exist. These 
social and economic patterns create different 
problems in different communities and neces- 
sitate the many different divisions in the 
structure of health administration. Regard- 
less of diversified community problems, how- 
ever, none of the special divisions of health 
service should enter fields which will create 
friction in the structure of medical care. 


The object of public health is not merely 
to prolong life, but to increase the vigor, ef- 
ficiency, and happiness of all the members 
of our complex society, This is no easy goal, 
and it has no appeal for those who fear op- 
position or criticism. Just as the function 
of the practitioner is to care for the indi- 
vidual sick person, the function of public 
health is to prevent illness in the community. 
Health officers and private practitioners re- 
alize that their duties are the same—namely, 
the care of the sick and the prevention of 
disease. 
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The basic principles of the American Med- 
ical Association are: “To promote the science 
and art of medicine and the betterment of 
‘Public Health.’” The principal objectives 
of the U. S. Public Health Service, the State 
Board of Health, and the local health depart- 
ment are the same. This unity of thought and 
oneness of purpose has created an endorse- 
ment, one for the other. There is no conflict 
between these agencies and private medicine. 

It should be remembered that public health 
is not limited to preventive medicine, com- 
municable disease control, sanitation, or any- 
thing less than the promotion and attain- 
ment of better community health. To attain 
this goal, we must use our vast knowledge 
and skill for the prevention of disease. The 
community must rely upon its local health 
department for the diagnosis and treatment 
of its various ills. A few community prob- 
lems which come under the specialized care 
of the community doctor — the board of 
health—are environmental sanitation, rodent 
control, sewage disposal, stream pollution, 
pasteurization of milk, inspection of food, 
maternal welfare, accident prevention, and 
many others. Each of these problems is di- 
rectly concerned with the prevention of dis- 
ease and the betterment of the community. 
The task requires the full utilization of all 
available professional knowledge and skill; 
and, far from giving rise to conflict, should 
create the closest unity between the local 
health department and the private practi- 
tioner. 


The Health Department—Administration 


The health of any community with a local 
health department rests upon a tripod — 
namely, the health department, the practic- 
ing physician, and the private citizen. The 
health department, under the local health 
officer, is the administrator of such commun- 
ity assets as federal and state funds, grants, 
gifts, fees, taxes, appropriations, and so 
forth. This supportive leg of the tripod, 
which I choose to speak of as administrative, 
is closely associated with the various com- 
munities of the county health districts, and 
the health officer acts as liaison between the 
individual citizen and his county board of 
health, the State Board of Health, the fed- 
eral government, and the U.S. Public Health 
Service. This administrative leg was created 
by legislative action, first in the establish- 
ment of a State Board of Health and later 
in the establishment of local boards. 


i 
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Power delegated to the local boards of 
health through constitutional and statutory 
authority gives the health department of 
each county or health district local auto- 
nomy. The authorization reads: 

“The County Board of Health shall have the 
immediate care and responsibility of the Health 
interest of their County, They shall make such 
rules and regulations and impose such penalties 
as in their judgment may be necessary to pro- 
tect and advance the public health.” 

This sweeping grant of power to legislate in 
health matters gives the local health depart- 
ment autonomy which is respected by the 
courts so long as it does not run counter to 
state and federal constitutions and statutes. 
With this delegated power goes the respon- 
sibility of each physician in the community 
to analyze local situations as they arise. 
Where conflicts or friction exist they should 
be met with an honest, courageous, objective 
approach, with a sharing of responsibilities 
and a mutual confession of errors. The 
achievement of our purpose—to protect and 
advance the public health— does not require 
all sweetness and deference, for such an at- 
titude or purpose would be worse than no 
purpose at all. Only in honest disagreement, 
provided it does not reach the point of stif- 
ling the effectiveness of the health depart- 
ment, will the department grow, develop, and 
move forward. 


The Private Physician—Construction 


This brings us to the second support of the 
tripod, which I propose to call “construc- 
tion.” The practicing physician, through 
membership in his county medical society, 
State Medical Society, and the American 
Medical Association is the main pillar of 
support. This affiliation brings together the 
physician in private practice and the phy- 
sician in public health in a fraternal associa- 
tion. It provides social relationships, one 
with the other, and affords an opportunity 
for critical examination of the strengths and 
weaknesses of physicians in various fields of 
practice. Each particular field deserves and 
should enjoy the confidence and respect of 
the others. 

The private physician is trained to diag- 
nose and treat individuals, but he is not 
trained or experienced in treating the body 
politic — the whole community. This body 
politic can be treated definitively only by a 
team of professional health workers, engin- 
eers, Sanitarians, health nurses, technicians, 
clerks, and others working together. To dele- 
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gate to or expect from the private physician 
definitive treatment of civic ills is failing the 
community and aggravating any conflicts 
which may exist between the physicians and 
the health officer, as well as leaving the medi- 
cal profession vulnerable to attack by those 
who wish to vilify our system of practice. 

The health department affords the best 
single public relations medium the medical 
profession can develop. An active committee 
in each county medical society is needed for 
consultation with the local boards of health 
and health departments. Such a committee 
will make sure that our health services are 
kept in useful fields. It is time for us to take 
inventory and make a careful appraisal of 
our services versus our present needs, and 
also to plan discreetly towards the needs of 
the future. 


The Private Citizen—Unified Action 


This brings us to the third support of the 
tripod—the one which I call “Unified Ac- 
tion.” Without the former supports—admin- 
istration and construction — the system of 
community health would fail. Without a third 
support, the other two would become inef- 
fective. While the health officer and private 
physician are indispensable, the actual work- 
ing power should be drawn from the citizens 
of the community. Such power can be ob- 
tained only by coordinating the efforts of the 
private physician and the public health prac- 
titioner. The American people are greatly 
interested in the alleviation of human suf- 
fering, in the social implications and eco- 
nomic penalties of disease, and in the im- 
provement of Man’s lot through preventive 
medicine and public health. The public con- 
cept of disease has changed from regarding 
it as inexorable fate or the wages of original 
sin to tangible enemies which can be defeated 
by proper organization and financial sup- 
port. This change of attitude has created a 
public demand from which the physician 
and health officer cannot escape, lest by pub- 
lic pressure and political power they find 
themselves subservient to bureaucracy. 

The principal health need of any nation 
as socially, technically, and scientifically ad- 
vanced as ours is an instrument that will 
offer an intimate, personal service to which 
individuals can turn for assistance and guid- 
ance, in times of physical and mental dis- 
tress, and a basically sound diagnostic and 
therapeutic service that will assure the in- 
dividual a good first line of protection 
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against the common hazards of illness and 
injury. To a large degree—culturally, and in 
private practice — the family physician is 
this instrument; therefore, the health needs 
of a nation depend upon the success or fail- 
ure of the practicing physician in discharg- 
ing his responsibilities. 


Loss of Confidence Despite Progress 


I am aware of the remarkable progress 
made within the life span of this genera- 
tion, and I am also aware that medical 
science is progressing at an almost unbeliev- 
able rate. Approximately 80 to 90 per cent of 
the therapeutic agents and diagnostic tests 
which are considered routine today were 
unheard of or regarded as rarities a decade 
ago. As these therapeutic adjuncts have 
emerged from the laboratories to the field of 
everyday practice, the health of the commun- 
ity has proportionately benefited. 

More notable, however, than the recent 
progress made in medical and surgical tech- 
niques and immunizations has been the ad- 
vance in environmental sanitation, insecti- 
cides, nutrition, hospital construction, eco- 
nomics, screening tests, and mass surveys 
for early case finding. The medical profes- 
sion today, as never before, is seeking better 
health care for its people through continuous 
research, improved methods of sanitation, 
more careful inspection, stricter enforce- 
ment of the Pure Food and Drug Act, and 
many other day to day services. 

The citizens of America enjoy the best 
medical care of any country of the world. 
The system of American medicine is the best 
the world has ever known, and the American 
Medical Association is acclaimed the medi- 
cal leader of the world. In spite of its record 
of service, however, this system, which is 
the best to be found, and which continues 
to get better, is being vilified by those peo- 
ple to whom it is giving so much. 

Why? 

I do not have all the answers for all the 
whys, but I think we can find many of the 
reasons from a statement which appeared in 
an editorial in a metropolitan newspaper 
several months ago! “Many a man frankly 
doesn’t care whether the efficient machine 
in the white coat is socialized or not, be- 
cause he feels the machine doesn’t give a 
damn about him.” 

We should read in this not an attitude of 
belligerence, but a disturbed concern over 
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the loss of confidence in the American doc- 
tor. As the third support of the tripod, the 
private physician has an opportunity to re- 
store public confidence in American medi- 
cine. We have lost such confidence because 
we who are presumably above the average 
in our community, with superior training and 
unquestionable standing, have failed to play 
our proper role as private citizens. 


The Fault and the Remedy 

Why do medical men default in their re- 
sponsibilities as citizens? Is it because we 
have concentrated on the scientific aspect 
of medicine and lost touch with the social, 
economic, and political realities of today? 
Has our scientific growth isolated us from 
the complex problems of modern civilization? 
As a result of superior training and endow- 
ment, practicing physicians today should 
play a major role in the affairs of the county, 
state, and nation. This we must do if we are 
to retain our freedom not only in medicine, 
but in our way of life. 

As practicing physicians, we must con- 
cern ourselves with the following: 

1. We must keep flowing a never-ending 
stream of scientific and technical advances 
in medicine, in order to give our patients 
the best possible medical care. The patient’s 
right to skilled medical care must always be 
respected. There must be absolute teamwork 
and liaison between the practicing physician 
and the various health agencies. 

2. We must concern ourselves with the 
economic, social, and political aspects of 
medical care as it involves the present and 
future welfare of the American people. The 
patient’s welfare must always be our pri- 
mary objective. 

3. We must approach the future with a 
keen insight into the new problems which 
have been created by the rapid progress of 
medicine. The prolongation of life has pro- 
duced the new problem of finding ways and 
means to prevent and control the degenera- 
tive changes leading to chronic illness. The 
lengthened life span has resulted in an ever 
increasing burden of human suffering at- 
tendant upon the vicissitudes of old age and 
economic strain. If we aid people by adding 
more years to life, we must also aid them 
by adding more life to years. As citizens we 
should use our influence and knowledge in 
helping to improve the attitude of industry 
toward employing older persons and in 


548 


November, 1953 


getting insurance companies to extend medi- 
cal coverage to protect the added years. 

A community, like a private business, 
needs to talk out its problems. The people 
need to understand what goes on above and 
below the range of their immediate vision. 
They need to understand the complexity of 
their community problems and the over-all 
effect of these problems on their environ- 
ment, their economy, their livelihood and 
their health, and to develop an over-all pro- 
gram. Our task in such a program is to make 
known the answers, through community ed- 
ucation and the promotion of sound volun- 
tary health insurance plans. We see in this 
that the solution of our main problems, as 
an integral part of our community welfare, 
through the third leg of our tripod is: (1) 
an atmosphere of friendly understanding and 
health education between doctors and the 
general public; (2) recognition that the doc- 
tor of medicine exists for the benefit of the 
people and not for the benefit of the profes- 
sion; (3) recognition that medicine is a so- 
cial as well as a biologic science; (4) recog- 
nition that it is necessary as never before 
for the private physician to discharge his re- 
sponsibilities as a citizen. 


Conclusion 


The task of the future cannot be solved by 
formulas alone. We must be wise and under- 
standing as well as courageous, and as pro- 
fessional men dedicated to the saving of hu- 
man lives, we must be unwilling to leave the 
direction of human affairs to those who 
believe in duplicity, dishonesty, or force. 
Leadership in moral responsibility is sorely 
needed, and recognition of this need will be 
the beginning of our realization that some- 
thing must be done. We must take every op- 
portunity to bring a knowledge of moral re- 
sponsibility into every facet of community 
life. Our best friends in any community are 
our patients who look to us as leaders. We 
should take advantage of this close, personal 
association to teach them their moral respon- 
sibilities and to show them that the health 
of a nation rests on the health of its indi- 
vidual citizens. 

In order to have a healthy and strong na- 
tion, we must be healthy and strong our- 
selves. Reforms must come from within and 
not from without. When we see ourselves as 
private citizens as well as physicians, and 
as an integral part of our community, we 
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will then acknowledge our responsibilities 
and lead others to do the same. The commun- 
ity, the health service, the social and eco- 
nomic structure of government will then re- 
flect the honesty, integrity, and ability of 
our profession. 

We should remember that medical men in 
the past won their standing, not as scien- 
tific machines, but as sympathetic and un- 
derstanding human beings, and we should 
obey His command, “Go Ye and Do Like- 
wise.” 


ROENTGEN FINDINGS IN CONGENI- 
TAL DEFORMITIES OF THE HIP 
JOINTS AND LOWER 
EXTREMITIES 


J. LEONARD GOLDNER, M. D. 
DURHAM 
Congenital Deformity of the Hip Joints 


Congenital deformities of the hip joints 
are not always obvious at birth. Meager clini- 
cal findings supplemented by a roentgeno- 
gram during the first month, however, may 
provide strong evidence of abnormality. A 
satisfactory roentgenogram is the most im- 
portant aid in the diagnosis of hip joint de- 
fects occurring early in infancy. 

Dislocation of the hip joint may be more 
easily understood if the pathologic process 
is considered as beginning with minimal dis- 
crepancy in the joint tissues and progressing 
to more severe change. The less serious con- 
genital dysplasia (fig. 1B) or subluxation 
can be considered as an early stage of com- 
plete dislocation of the hip joints. Congenital 
dysplasia implies a disturbance of the os- 
seous development which is characterized 
chiefly by a flat acetabular roof and under- 
development of the head of the femur. The 
congenital factor is seen in the predisposi- 
tion to dislocation indicated by a growth dis- 
turbance of bone affecting the entire extrem- 
ity and corresponding half of the pelvis, and 
in particular the acetabulum. Weight bearing 
and muscle contractions gradually lead to 
upward displacement of the femoral head 
during the end of the first year of life. The 
physician must recognize this situation dur- 
ing the first few months of infancy so that 
treatment can be started early. 


From the Department of Surgery, Division of Orthopaedics, 
Duke University School of Medicine, Durham, North Carolina, 


Read before the Section on Radiology, Medical Society of 
the State of North Carolina, Pinehurst, May 7, 1952. 
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Fig. 1 A. Direct lateral roentgenogram of the 
normal acetabulum in a newborn specimen. The 
osseous nuclei of the ilium, ischium, and pubis are 
evident. The light shading represents cartilage tis- 
sue. 


B. The acetabulum of congenital dysplasia shows 
the osseous nucleus of the ilium protruding only to 
a degree where it makes contact with the upper 
margin of the acetabulum. The entire acetabulum 
has less maturity than in the normal. 

C. In arthrogryposis, the pelvic bones are closely 
approximated, the acetabulum is extremely small, 
indicating that dislocation is already present. (Cour- 
tesy, Hass, J.: Congenital Dislocation of the Hip, 
Charles C Thomas, 1951). 


Pathology 

The femoral head, which is first displaced 
laterally because of relaxation or elongation 
of the capsule, is pulled upward by the mus- 
cles about the thigh and hip (fig. 2A) and 
eventually pushed upward by weight bear- 
ing. The femoral head must be displaced as 
far laterally as the acetabular margin before 
it can be moved upward and outward (fig. 
28). As long as the upper end of the femur 
is engaged under the acetabular margin, the 
femoral head is only subluxated or partially 
dislocated. 

The normal femoral head is round, and 
forms about two thirds of a complete spheri- 
cal surface. In a normal hip it is opposite the 
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acetabular fossa and just below or touching 
the Y-line (fig. 3A). When the extremity is 
perpendicular, the acetabular cartilage cov- 
ering the outer portion of the femoral head 
protrudes slightly beyond the osseous rim of 
the acetabulum. In congenital dislocation, the 
femoral head undergoes regresion, showing 
chiefly reduction in size in keeping with the 
general atrophy of half of the pelvis. The 
acetabulum of the completely dislocated hip 
is usually small, especially in older children. 
If the dislocation is incomplete, the acetabu- 
lar roof is shallow and oblique and sometimes 
grooved or notched as the result of pressure 
of the femoral head against its flexible car- 
tilaginous superior margin of the glenoid lip. 
The ligamentum teres may be degenerated, 
separated, or even absent. It normally acts 
as a check rein, limiting rotation and ab- 
duction. 


B. 


Fig. 2 A. Roentgenogram showing a dysplastic 
hip on the right. The acetabular angle is 30 degrees 
as compared with 25 degrees on the normal left side. 
The shaft of the femur on the right rides upward 
and outward. Treatment requires continuous abduc- 
tion with a pillow splint, cast, or bar between the 
shoes. 

B. The right femur is now out of the acetabulum 
and the dysplasia has changed to a dislocation. Ade- 
quate abduction was not maintained. The right ace- 
tabulum is shallower than the left, and the ossifi- 
cation center is not apparent on the right but has 
appeared on the left. 
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Fig. 3 A. The right hip is completely dislocated. 
This fact was not noticed until the child began to 
walk. The roentgenogram shows an increased ace- 
tabular angle, upward and outward displacement of 
the femur, delayed appearance of the capital fem- 
oral epiphysis, and a shallow acetabulum. Shenton’s 
line is distorted. 


B. Adequate reduction was obtained and the ante- 
torsion of the upper end of the femur was corrected 
by supracondylar osteotomy. The acetabular angle 
is still greater on the right than on the left. The 
capital epiphysis is smaller and the femoral neck 
hangs away from the acetabulum on the right. A 
lateral view shows the right femur to be well seated 
in the acetabulum. Abduction is continued until the 
capital epiphysis becomes large and the acetabulum 
deep. 


It is not known, then, whether the pri- 
mary cause of congenital dislocation is a re- 
laxed capsule, a defective acetabulum, or fe- 
moral anteversion. It may be that the de- 
formity of the acetabulum is secondary to 
pressure of the femoral head against the su- 
perior margin of the acetabulum (fig. 3A). 
The obliquity tends to disappear when there 
is good reduction of the femur in the aceta- 
bulum (fig. 3B). Relaxation of the capsule 
is the one constant pathologic finding, and 
if the capsule is not relaxed, the head can- 
not move outward to dislocate. 


Roentgen pathology 

A roentgenogram of the dysplastic hip 
(fig. 1B) shows that the ossification centers 
of the ilium and ischium are not close enough 
together to allow adequate ossification of the 
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posterior superior quadrant of the acetabu- 
lum, which remains cartilaginous. The os- 
seous roof of the acetabulum is shallow when 
the tip of the cartilaginous roof is in normal 
position (fig. 4A). In the dysplastic hip joint 
there is a normal distribution of the carti- 
laginous portion of the joint with recession 
of the joint. The condition of dysplasia may 
persist without terminating in dislocation, 
although some cases do progress to dislo- 
cation. 

In the stage of subluxation (fig. 2A), the 
roentgenogram shows the epiphysis of the 
femoral head to ride high on the upper mar- 
gin of the acetabulum. The triad in dyspla- 
sia and subluxation includes the shallow soc- 
ket shortly after birth, displacement after 
the first year of life, and changes in the 
epiphysis of the femoral head at a later 
period. These usually occur when the infant 
begins to walk, but may be delayed for 
several years. As long as the femoral head 
remains within the modest limits of subluxa- 
tion, fairly easy reduction is possible. An- 
terior displacement is often a subluxation 
and may be the transition from subluxation 
to anterior dislocation or from anterior to 
posterior dislocation. 


Symptoms and signs 

The early symptoms of congenital dislo- 
cation are few. The infant does not complain. 
The mother or nurse may notice asymmetry 
of the hips or lower extremities or foot de- 
formities. The child may be late in walking 
and when he starts, may have a limp or a 
rolling gait. After walking starts he may 
complain of fatigue or pain, and may have a 
limp. 

The early signs of congenital dysplasia 
may be (1) apparent shortening of the ex- 
tremity, (2) persistent external or internal 
rotation of the thigh, (3) limitation of ex- 
ternal rotation, (4) moderate flexion de- 
formity of the hip, (5) limited abduction of 
the thigh when the hip is flexed to 90 de- 
grees (fig. 5A), (6) contracture of the ad- 
ductors. The absence of all these symptoms 
is no absolute proof that dysplasia is not 
present. Without some of these symptoms, 
the abnormality is probably of no signifi- 
cance. 

With complete dislocation, the same signs 
may be present, plus telescoping (fig. 5B, C) 
of the femur in relation to the pelvis. This 
sign is pathognomonic of dislocation, frac- 
ture, or separation of the femoral head and 
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Fig. 4 A. Congenital dysplasia of the left hip 
joint. The acetabular angle is greater than that on 
the right. Shenton’s line is irregular on the left. 
The left side of the pelvis is slightly higher than 
the right. The left femur is abducted because of soft 
tissue contracture. 

B. With the extremities abducted, the acetabular 
angle on the left measures greater than that on the 
right. The distance from the symphysis pubis is 
diminished on the left because of contracture of the 
adductors. 

C. The traction roentgenogram indicates absence 
of dislocation on the left. Constant use of an abduc- 
tion pillow splint resulted in a normal acetabular 
angle within nine months. 


neck, Telescoping is a reliable sign of dislo- 
cation, but it is not always demonstrable. 
Asymmetry of the folds on the inner aspect 
of the thigh may occur. Slight atrophy may 
by present. The femoral head may be felt 
anteriorly below the anterior iliac spine or 
posteriorly in the sciatic notch. The flexed 
thigh may show mild atrophy. The greater 
trochanter may be palpated higher on the 
dislocated side than on the opposite side. If 
the dislocation is bilateral, the perineum will 
appear unusually wide. Bilateral dislocation 
prior to walking is more difficult to recog- 
nize early because of the symmetrical 
findings, 


Roentgen diagnosis 

The roentgenogram may give a diagnosis 
when clinical signs and symptoms are indef- 
inite. It fails to show the true condition of 
the socket, however, since much of the struc- 
ture of the hip is cartilaginous, and erron- 
neous conclusions can be drawn. 
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Standard technique must be emphasized. 
The roentgenogram (fig. 4A) should include 
both hips for the purpose of comparison, 
even though only one side seems to be af- 
fected. Both sides should be in exactly the 
same position at the time of exposure. The 
child should be held by two people, one hold- 
ing the axillae and the other holding the ex- 
tremities just below the knees, with the index 
finger controlling rotation. The first view 
can be taken with the child in the supine 
position, the pelvis symmetrical, with 10 de- 
grees internal rotation of the patellae. The 
tube focus should be directed about one-half 
inch above the center of the symphysis pubis. 
The second view (fig. 4B) can be taken with 
the extremities abducted as far as possible, 
and the third view (fig. 4c) with upward 
push on the affected extremity and down- 
ward pull on the well leg. The traction can 
be reversed if a bilateral condition is sus- 
pected. The knee joints should be included 


552 
| A. B. 
° 


November, 1953 


in the exposure in order to allow comparison 
of the femurs. These views will allow some 
estimate of the amount of anterior torsion 
in the upper femur. Stereoscopic roentgeno- 
grams may be necessary for demonstrating 
the depth of the acetabulum, but are not 
necessary in the majority of cases. The sup- 
porting effect of the acetabular roof may 
be gauged by an oblique view tangential to 
the ilium. 

Other important considerations before os- 
sification of the femoral epiphysis occurs 
are (fig. 4A): (1) width of the space between 
the femur and the acetabulum, (2) the level 
of the femur in relation to the pelvis, (3) the 
depth and obliquity of the acetabulum. The 
normal angle of the acetabular roof relative 
to a horizontal plane is about 20 degrees. 
Any deviation from this measurement sug- 
gests the presence of dysplasia. The “aceta- 
bular index” is the same as the angle of the 
acetabular roof, and it is formed by a hori- 
zontal line passing through the triradiate 
cartilage and intersecting a line correspond- 
ing to the roof of the iliac portion of the ace- 
tabulum. It has been found that the average 
is about 27 degrees in newborns and 20 de- 
grees at the age of 2 years. In an infant 
with an index above 30 degrees, dysplasia 
with subsequent dislocation is probable. 

The age at which ossification of the capi- 
tal epiphysis occurs is important. The aver- 
age age of appearance is the fourth month in 
girls and the fifth to sixth month in boys. 
In congenital dysplasia or dislocation, its ap- 
pearance may be two or three months late 
(fig. 3A), and if the condition is unilateral, 
the affected side may be small. This will 
give no indication of the size of the femoral 
head, but only the degree of its ossification. 
Another sign of some help in evaluating os- 
sification is delayed ossification of the syn- 
chondrosis ischio-pubis. Another aid in ori- 
entation is the medial protruding margin of 
the femoral neck, which lies at the inferior 
margin of the acetabulum but is dislocated 
upward in cases of subluxation. Even before 
the appearance of the epiphyseal nucleus, 
Shenton’s sign (fig. 4A) may be observed. 
This is a curved line along the internal con- 
tour of the pubic bone progressing to the 
obturator foramen which may be irregular, 
the lateral part of the line being elevated. 
This deviation indicates upward displace- 
ment of the femoral neck. 
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Fig.5 A. In bilateral dysplasia of the hips, there 
will be limitation of abduction on each side. Limita- 
tion of abduction is the most constant sign found in 
dysplasia. When this is noted, a roentgenogram of 
the hip joints is indicated, 

B. Telescoping of the femur in relation to the 
pelvis is present only if the acetabulum is shallow 
and the capsule stretched enough to allow disloca- 
tion. For this test the pelvis is stabilized, the hips 
and knees are flexed, and a downward thrust is 
made in an effort to force the femur out of the 
acetabulum. 

C. With a downward push, the femur rides pos- 
teriorly. It is now behind the acetabulum. A click 
can be felt as the femoral head slips by the posterior 
rim of the acetabulum. 


In a complete dislocation (fig. 6), it must 
be determined whether the head is anterior 
superior, lateral superior, or posterior su- 
perior. A lateral projection will determine 
this point. The extremity should be flexed 
20 degrees, abducted 45 degrees, with the 
pelvis about 12 inches off the table. 
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Fig. 6 A. Bilateral congenital dislocation of the 
hips at the age of 2, Note the shallow acetabula and 
the absence of the capital femoral epiphysis in spite 
of the age of the patient. The parents refused initia- 
tion of treatment. 

B. Two years later (age 4) the capital epiphyses 
have appeared. The acetabula are shallow and the 
upper ends of the femora are in valgus with ante- 
torsion, Treatment was then accepted. 

C. Two years later (age 6) the reduction has been 
obtained by the closed method and supracondylar 
osteotomies completed. Note the irregularities about 
the capital epiphyses similar to those seen in Legg- 
Perthes’ disease, The acetabula are shallow and sta- 
bility is present, 


Congenital Traumatic Dislocation of the Hip 
(Obstetrical Dislocation) 


This entity can be differentiated from the 
usual hip dislocation on the basis of history, 
the presence of an associated fracture or os- 
sifying hematoma, and by the roentgen find- 
ings. The roentgenogram may show disloca- 
tion of the femur, but the acetabulum will 
appear normal. Epiphysiolysis can occur, 
and again an adequate acetabulum will be 
present with displacement of the femur. 


Congenital Coxa Vara 

Early clinical diagnosis of coxa vara will 
prove difficult (fig. 7A). There is limitation 
of hip abduction and elevation of the tro- 
chanter in infancy. When the child begins to 
walk, there is a rolling gait and lumbar lor- 
dosis similar to that seen in the congenital 
dislocation. The roentgenogram will give the 
differential. The acetabulum is not shallow 
and the femoral head is well developed. As 
ossification proceeds, the broad zone of rare- 
faction through the femoral neck opposite 
the head is noted, the epiphysial line of 
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the head is seen to be more vertical than 
normal, and the triangular prominent beak 
on the inferior medial aspect of the neck ap- 
pears. This is thought to be due to the pull 
of the inferior capsule. The neck is short and 
imperfectly formed. As the child grows older 
(fig. 7B) the femur may have the same ap- 
pearance as that seen in a fracture of the 
femoral neck. The trochanter may ride high 
as the child reaches adolescence, because the 
deficient neck becomes absorbed and true 
telescoping occurs. The femoral head usually 
remains viable. 


Congenital Dislocation of the Patella 

The security of the patella ordinarily de- 
pends on muscle balance and strength. Weak- 
ness of the vastus medialis, knock-knee de- 
formity, a long patellar tendon, a shallow in- 
tercondylar notch, or a deformed patella may 
cause the patella to slip laterally over the 
femoral condyle. The roentgenogram will 
indicate the presence or absence of bone 
disease. 

In recurrent or persistent congenital dis- 
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Fig. 7 A. (Top) Congenital coxa vara: The ace- 
tabular angles are not increased. The angle between 
the upper end of the femur and the shaft is 90 de- 
grees instead of the usual 120 degrees. The epiphy- 
seal line is wide. Note the triangular osteophyte at 
the inferior surface of the neck. 

B. (Bottom right) Coxa vara has persisted and 
the shaft has gradually been displaced upward by 
weight bearing. The femoral head is viable but ro- 
tated. The acetabulum is not shallow. (Bottom left) 
Union has occurred following traction and open re- 
duction. A subtrochanteric osteotomy will be neces- 
sary in order to correct the varus. 


location, a deformed patella or a very shal- 
low intercondylar groove will be seen. If the 
dislocation is persistent and irreducible, mo- 
tion of the knee will be limited. If the lateral 
condyle of the femur is shallow, the roent- 
genogram will indicate the reason for the 
dislocation. If there is a deformity of the 
patella, femoral condyle, or the intercondy- 
lar groove, it is advisable to remove the 
patella. 


Congenital Recurvatum 
(Anterior Dislocation of the Tibia) 
Congenital recurvatum, the most common 
congenital deformity about the knee (fig. 
8A), may be associated with limited flexion 
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Fig. 8 A. Congenital back knee. This is the re- 
sult of intra-uterine position. The anterior struc- 
tures are contracted and the posterior structures are 
stretched. No vascular or nerve damage is present. 


B. Gradual flexion by a plaster cast stretches the 
anterior structures and allows the posterior struc- 
tures to contract. Six weeks following birth, there 
is normal knee motion. This infant also had acetabu- 
lar dysplasia bilateral in conjunction with the knee 
deformities. 


of the knee and other deformities about the 
foot and hip. The condition may be mild and 
bilateral in patients who have generalized 
relaxation of all ligamentous structures. In 
this group, the condition tends to recur, and 
even to persist into adulthood. The disability 
is only cosmetic. 

The unilateral case may result from intra- 
uterine position. Usually no deformity of the 
bone is noted. Complete correction can be at- 
tained in six weeks by gradually increasing 
flexion with the application of repeated plas- 
ter casts (fig. 8B). If the deformity is not 
corrected and weight bearing is allowed, 
knee flexion will be limited. There may be 
gradual depression of the anterior condyle 
of the tibia and elongation of the posterior 
condyle. Osteotomy will then be required to 
correct the deformity. 


Bowlegs and Internal Torsion 

Congenital bowing of the tubular bones 
may occur under the influence of prenatal 
forces. The lower extremities are involved 
more commonly than the upper, and congen- 
ital anterior curvature of one or both tibiae 
is the commonest deformity of this kind. 
Caffey has reported cases in which all four 
extremities were affected’'’. The greatest 
curvature is usually located near the middle 
third of the diaphysis of the affected bone. 
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Fig. 9. Internal torsion of the tibia, congenital, 
is present. This accounts, in part, for the continued 
recurrence of the club foot. Roentgenograms show- 
ing the relationship of the tibia and fibula at the 
ankle joint can confirm the clinical diagnosis of 
torsion. 


The chief roentgenographic features are 
bowing with abrupt curvatures of the hu- 
meri and the femora, the crest of the curve 
being located at about the mid-point of the 
diaphysis. Similar deformities may be found 
in the radii, ulnars, tibiae, and fibulae. On 
the concave side of the curvature there is 
conspicuous thickening of the cortex, while 
on the convex side the cortex is much thinner 
than normal. There is a tendency for the 
bowing to straighten out with time, but it 
may persist for years. Dimpling of the skin 
is an important aid in diagnosis. 

When bowlegs are present the conditions 
to consider are (1) hereditary bowlegs, (2) 
acquired or functional bowlegs due to posi- 
tion, (3) vitamin D resistant rickets—rare, 
(4) true rickets—rare, (5) osteochondrosis 
tibia, (6) dyschondroplastic dwarf, (7) in- 
ternal tibial torsion. The roentgenogram and 
clinical examination will give the essential 
information necessary for an accurate di- 
agnosis. 

Internal torsion of the tibia and fibula 
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(fig. 9) may be associated with congenital 
clubfoot or bowing due to any of the men- 
tioned causes. Roentgen examination will 
give some indication of torsion inasmuch 
as the anterior posterior view of the leg 
bones may resemble the lateral view. On the 
lateral roentgenogram, the interosseous 
space may be extremely wide. To be of some 
aid in making a diagnosis of torsion, both 
views must be taken with the patella straight 
up regardless of where the foot falls. 


Knock-Knee 


This deformity may be seen in conjunction 
with external torsion of the tibia and hyper- 
extension of the knee. It is aggravated by 
flat feet and by anteversion and valgus of 
the upper end of the femur. The roentgeno- 
gram should be taken with the patellae 
straight up and the skin on the inner aspect 
of the knees just touching. If a large film is 
used, the distance between the malleoli can 
be measured and a record of progress ob- 
tained. 


Congenital Pseudarthrosis of the 
Tibia and Fibula 


The usual location fer this skeletal defect 
is in the mid or lower portion of the tibia 
and fibula. The foot frequently shows pro- 
gressive deformity, depending upon when 
the leg bones are corrected. The roentgeno- 
gram shows sharpening and sclerosis of the 
fragments with overriding (fig. 10A). The 
entire shaft is usually atrophied and the cor- 
tex thinned because of disuse. The posterior 
soft tissue structures are usually contracted 
and act as a bow-string, increasing the an- 
terior deformity. Intramedullary fixation 
(fig. 10B) and cancellous bone grafts have 
been of great value in treating this kind of 
deformity. 


Congenital Talipes Calcaneovalgus 


In the calcaneovalgus foot, the plantar lig- 
aments and supporting tendons are relaxed, 
but the lateral tendons may be sufficiently 
tight to prevent full equinus and inversion. 
The dorsum of the foot may touch the front 
of the leg. The inner border of the foot is 
prominent. This deformity is readily recog- 
nized in the infant, but treatment is fre- 
quently overlooked. Roentgen examination 
(fig. 11A) will show a plantar flexed talus 
and flattened arch, with dorsiflexion of the 
distal end of the calcaneus. Up and down 
roentgenograms of the foot indicate that sub- 
talar and anterior talar motion is exag- 
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Fig. 10 A. Congenital pseudarthrosis of the tibia and fibula. Note the pointed ends of the tibia and 
fibula at the fracture area. The foot has become deformed secondary to hypogenesis of the calf muscle 
group. 

B. Intramedullary fixation and cancellous bone graf(s have resulted in union, The foot will rejuire 
additiona! reconstructive surgery. Note the vertical plane of the calcaneus, 


Fig. 11 A. Congenital caleaneo-valgus (foot). The talus is plantar flexed. Excessive dorsiflexion 
occurs in the mid-tarsal joints. The valgus deformity occurs in the subtalar joints. Plantar flexion is 
usually limited by contracture of the dorsal soft tissues, Early treatment can give complete correction. 

B. Congenital club foot. The entire foot is in equinus. The heel and forefoot are adducted and in- 
verted. The angle between the talus and the metatarsal shaft is an index of the severity of forefoot 
displacement, 
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gerated in dorsiflexion, but limited in plan- 
tar flexion. 

The congenital calcaneus deformities are 
relatively simple to correct by several weeks 
of plaster-wedging. In spite of the correc- 
tion, relaxation of the longitudinal arch may 
persist, 

In the calcaneus deformity which be- 
comes fixed, particularly that associated 
with muscle imbalance or deformity of the 
leg, the forefoot may gravitate into equinus 
and cavus will develop. Plantar flexion views 
will show the calcaneus directed upward. 


Congenital Talipes Equinovarus 


Important causative factors in this kind 
of clubfoot are hypogenesis of the muscula- 
ture and anomalous tendon insertions, which 
lead to contracture of ligaments and other 
soft tissues followed by secondary bone 
change. The principal components of club- 
foot are the forefoot adduction and inver- 
sion, the hindfoot adduction, and inversion, 
and the equinus of the entire foot. The taius 
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is rotated internally and tilted downward. 
Varying degrees of foot rigidity may be 
present at birth. The prognosis depends upon 
the severity of the deformity and early, skill- 
ful, persistent treatment. 

Roentgenograms of the infant’s foot (fig. 
11B) do not indicate the severity of the de- 
formity because of the lack of ossification of 
the tarsal bones. Roentgenograms taken in 
various positions will show the relationship 
between the talus, which is the key bone, and 
the other sections of the foot. The anterior 
posterior view should be taken with the 
knees bent and the plantar surface of the 
foot on the cassette holder in whatever posi- 
tion it falls. The mother should then hold the 
foot and attempt to evert the heel and fore- 
foot. A line drawn down the center of the 
talus and one down the metatarsal shaft will 
form an angle which gives an indication of 
the relationship between the forefoot and the 
talus (fig. 12A). If the metatarsal and navi- 
cular are medial to the talus, forefoot de- 
formity is present. As correction is obtained, 


Fig. 12 A. The congenital club foot on the right shows the first metatarsal and cuneiform to be ad- 
ducted. The navicular ossification center has not appeared. 

B. Following several months of treatment, passive abduction allows reversal of the major angle, 
but the navicular has not yet been shifted lateral to the head of the talus. This indicated incomplete 


correction. 


C. With forced abduction, the navicular does not move, indicating lack of correction at the major 
joint. Clinically, the foot may look adequately corrected, but because the navicular has not moved, 


the deformity will recur. 
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the angle between the medial metatarsal and 
the talus becomes smaller, until the lines al- 
most coincide. When the angle becomes re- 
versed, correction has been obtained. 

It is important to determine the position 
of the navicular bone, since occasionally the 
correction will take place at the metatarsal- 
tarsal joints (fig. 12B,c), leaving the navi- 
cular on the medial aspect of the talus. If 
this is the case, recurrence of the deformity 
is certain. Surgical correction may be neces- 
sary in order to get the navicular toward 
the lateral side of the head of the talus. The 
relationship of the calcaneus to the talus can 
also be determined by the anterior posterior 
roentgenogram, with the foot held in the 
corrected or over-corrected position. The cal- 
caneus should be directly under or even di- 
rected slightly lateral to the talus. 

An anterior posterior view of the ankle 
joint will give some indication as to whether 
or not the talus is rotated internally in the 
ankle mortise or tilts laterally. The roentgen 
examination must be made with the patella 
straight up and with the tube directed at 
right angles to the ankle joint, with no re- 
gard for the position of the foot. 


Congenital Talocalcaneal Bridge and 
Calcaneonavicular Bar 


Talocalcaneal bridge 

This deformity may be a complete synosto- 
sis between the inferior surface of the talus 
and the sustentaculum tali of the os calcis on 
the medial side of the foot. An accessory 
joint, overgrowth of bone, or a fibrous anky- 
losis may be present instead of the solid bone 
fusion. This complete or incomplete fixation 
of the talus to the calcaneus interferes with 
inversion and eversion in the subtalar joint. 
The lesion may be present at birth, but is 
seldom detected until the child has been ac- 
tive for several years. Diagnosis of calcaneo- 
valgus foot may be made if the true deform- 
ity is not recognized. The lesion is not re- 
vealed in routine radiographic projections, 
but can be visualized by special projections. 
The roentgen findings can be seen by having 
the patient stand on the cardboard screen 
with the knees and ankles flexed about 30 
degrees. The central roentgen beam is then 
projected downward and forward at an angle 
of 45 degrees. If fusion is present, it will be 
seen readily. A second change noted in the 
lateral radiograph is marginal new bone 
around the dorsum of the talonavicular joint. 
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Fig. 13. Caleaneonavicular bar. There is a synos- 
tosis between the navicular and the anterior cal- 
caneus. The oblique roentgenogram shows this con- 
dition clearly. A rigid flat foot exists when this 
anomaly is present. A synostosis may also be pres- 
ent between the sustentaculum of the talus and the 
calcaneus on the inner side of the foot. 


The limited motion resulting from congenital 
fusion leads to excessive stress on the tal- 
onavicular joint, causing development of 
osteophytes and cartilaginous degeneration. 


The calcaneonavicular bar 

This deformity may be either a synostosis 
or a fibrous fusion. The all-inclusive term, 
“calcaneonavicular bar” (fig. 13), will in- 
dicate whether there is complete or partial 
connection between the superior anterior 
portion of the calcaneus and the inferior 
margin of the navicular. 

The lateral oblique view is used to de- 
termine the presence or absence of the calca- 
neonavicular bar, and the posterior superior 
oblique view is used to show the talosusten- 
tacular joint. Surgical correction may be- 
necessary for either condition. 


Summary 

1. By early physical and roentgen exami- 
nation most dislocations of the hip can be 
prevented. 

2. Uncomplicated roentgen techniques are 
available as aids in the diagnosis, prognosis, 
and treatment of all congenital deformities 
of the lower extremities. 
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The mild, inapparent infection of early adolescent 
years may be the origin of the destructive tubercu- 
losis of puberty or adulthood.—Rene J. Dubos, M.D., 
The American Review of TB, July, 1953. 
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THE DIAGNOSIS OF LEGG- 
PERTHES’ DISEASE 


CHRISTIAN F. SIEWERS, M. D. 
FAYETTEVILLE 


The early diagnosis of Legg-Perthes’ dis- 
ease is most important. It is often difficult. 
With early recognition of this affliction of 
the hip in children, however, much can be 
done to prevent the permanent anatomic de- 
formity of a weight-bearing joint — a de- 
formity which may result in crippling arth- 
ritis and may necessitate surgical fusion or 
arthroplasty of the hip in adult life. 


General Description 

Legg-Perthes’ disease was first described 
by Legg"? of Baltimore in 1910, and three 
years later Perthes'*) wrote his classic mon- 
ograph. Other names such as coxa plana 
and osteochondritis deformans coxae juven- 
ilis have been used to designate this dis- 
ease, but none are more appropriate than 
Legg-Perthes, since none more truly de- 
scribes the entity in all its aspects. It is a 
self-limited disease and runs a fairly charac- 
teristic course. 


Although the etiology is unknown the 
pathogenesis is well understood. A hereditary 
factor has not been proved. The disease is 


~ Read before the Section on Pediatrics, Medical Society of the 
State of North Carolina, Pinehurst, May 12, 1953. 


Fig. 1. (Case 1) A. October 20, 1950. This five 
year old girl had complained of pain in her left knee 
five days previously, and had a left-sided limp. 
Clinically, there was slight limitation of abduction 
and internal rotation of the hip, The knee was nor- 
mal and roentgen examination was negative. The 
patient was put on bedrest, 
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uncommon but not rare, and is more likely 
to be encountered by a general practitioner 
or pediatrician in the early stages. It occurs 
more commonly between the ages of 4 and 
10 years, and is more commonly seen in 
boys than in girls. It is more frequently uni- 
lateral than bilateral. 

The pathologic lesion is a circulatory im- 
pairment of the head and neck of the femur, 
resulting in capsular soft tissue congestion 
and later in aseptic necrosis and degenera- 
tion of the femoral head. In varying lengths 
of time the avascular head is replaced with 
granulation tissue, and osteogenesis follows, 
with reconstruction of the bony components. 
This cycle may take from three to four years 
to be completed. Its course can be followed 
by means of serial roentgenograms, and the 
clinician thus aided in carrying out his treat- 
ment (fig. 1A through 1G). 


Because of the early congestion of the 
soft tissue of the hip, roentgenograms taken 
in the early stages of the disease, even be- 
fore destruction of the bony components is 
seen, lead one to suspect this condition. Thus 
we may institute measures early enough to 
prevent flattening of the softening femoral 
head, which will lead to permanent deform- 
ity of the hip (fig. 2). Residual deformity 
may often occur in spite of adequate treat- 
ment, but not to the degree seen with de- 
layed treatment or none at all. Comparison 
between reported series of cases in which 


B. November 14, 1950. At three weeks clinical 
limitation of hip motion had disappeared. The pa- 
tient was allowed to walk about under observation, 
but still limped. In the roentgenogram the head 
appeared to be smaller on the left. The obturator 
foramen on the left was smaller, and the Walden- 
strém sign was positive. The film is not diagnostic 
of Legg-Perthes’ disease, but is very suspicious. 
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C. December 19, 1950. Two months after onset 
the roentgenogram showed definite subchondral bone 
absorption with early cavitation of metaphysis in 
medial portion. The head definitely appeared small- 
er and more sclerotic. Diagnosis was certain. 


E. January 7, 1952. At 15 months, the regenera- 
tion phase of epiphysis was well established, Note 
that only a small portion of sclerotic nucleus re- 
mained medially. The other portion had been ab- 
sorbed and was being replaced with granulation 
tissue, which eventually was replaced with new bone. 


F. April 15, 1953. Roentgenogram showing an- 
terior posterior projection at 31 months. Recalci- 
fication had formed articular surface of head. Areas 
of decreased density remained and reossification was 
not complete. Note broadening of head and broaden- 
ing of metaphysis. 


G. April 15, 1953. Frog lateral projection. Here 
again note that the articular portion of head was 
well defined. 


DISEASE 
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D. April 30, 1951. Note sclerotic bony nucleus of 
epiphysis at 6 months. Note extensive metaphyseal 
involvement. 


561 
4 
4 
| 
hy. 
: 


NORTH CAROLINA MEDICAL JOURNAL 


Fig. 2. (Case 2) April 20, 1953. This 27 year old 
white man had had intermittent discomfort in his 
left hip since the onset of Legg-Perthes’ disease 
approximately 18 years ago. For three days before 
this roentgenogram was taken, he had had severe 
pain and was hardly able to walk. Clinically, there 
was pain at the extremes of any motion, with 
marked limitation of internal rotation and abduction 
of the left hip. Note flattening of the head of the 
femur with early degenerative changes along the 
acetabular rim and articular portion of the head. 
Note flattening of the roof of the acetabulum sec- 
ondary to head deformity, Also note that the Wal- 
denstrém sign and the small obturator foramen still 
persist. 


treatment was lacking or inadequate and 
cases given adequate treatment, have shown 
much less residual deformity in the latter“). 
Also, the earlier treatment is instituted, the 
better the prognosis, emphasizing again 
the importance of early diagnosis. Too often 
the disease is far advanced before the child 
is presented for examination, and the prog- 
nosis is then poor (fig. 3). 

The first symptom is usually a limp, 
neither severe nor disabling but more notice- 
able with fatigue or increased physical 
stress. Pain may or may not be present; if 
it is, the site is more frequently the knee on 
the affected side than the hip. A history of 
trauma at the onset may or may not be ob- 
tained. Clinical examination usually shows 
muscle spasm about the hip, with resulting 
pain on extremes of motion and limitation 
of internal rotation and abduction to a vary- 
ing degree. Occasionally, tenderness over the 
anterior portion of the hip joint is present. 
Relative anterior posterior thickening of the 
joint as an early sign has been described by 
Gill™’, and should be sought by palpation. 


Early Management 
When a child presents a clinical picture 
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Fig. 3. (Case 3) February 22, 1952. This six year 
old white boy presented a history of intermittent 
limping for about six months. He complained of 
pain in his left hip. The parents noted that the child 
seemed to limp first on one side, then on the other. 
The symptoms had not been severe enough for the 
parents to seek medical attention prior to the pres- 
ent examination. Clinically, there was limited ab- 
duction bilaterally but no limitation of rotation in 
either hip. Note severe bilateral involvement. 


similar to that above, it is most important 
that a roentgenogram of the pelvis, includ- 
ing both hips, be taken. In the anterior pos- 
terior view, the hips should be held in inter- 
nal rotation. A frog lateral view must also 
be obtained. The physician will occasionally 
be amazed to see a hip with well advanced 
degeneration (fig. 3), but more often no 
bony changes will be present and he must 
look for early roentgen signs caused by the 
early pathologic changes in the soft tissues. 
These early signs will be discussed later. 

If no roentgen signs are demonstrated, 
it is still wise to prevent the child from walk- 
ing until clinical signs disappear. If spasm is 
severe, skin traction should be instituted 
during this period. If on resumption of ac- 
tivities the clinical signs recur, bedrest 
should be instituted again. In any event the 
roentgen studies should be repeated after 
an interval of three to four weeks. Even 
when the symptoms have disappeared, 
another roentgenogram taken three to four 
weeks later will reassure the clinician he has 
not missed the diagnosis. 


Early Roentgen Signs 
Eyre-Brook”) in 1936 noted the earliest 
signs of Legg-Perthes’ disease to be the in- 
creased density and early flattening of the 
epiphysis, and the increased depth and clar- 
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ity of the joint space. These changes are 
secondary to subchondral absorption, but 
may be seen before cavitation begins. 
Waldenstrém™) in 1938 stated that the 
first signs of bone resorption in this disease 
would be seen along the articular surface 
of the femoral head, and often only in the 
lateral view. This may give the appearance 
that the involved epiphysis is slightly smal- 
ler than the uninvolved. He also first de- 
scribed a roentgen sign which appears be- 
fore bony changes are visible and is secon- 
dary to the congestion and edema of the 
articular soft tissue. He noted a relative in- 
crease in the distance between the acetabu- 
lar floor and the medial border of the epiphy- 
sis on the involved side. This also causes a 
decrease in the width of the shadow caused 
by the overlapping of the ischial portion of 
the acetabulum and the femoral head. This 
sign is shown in figures 1B, 1C, and 2, 
but has also been seen in other cases where 
Legg-Perthes’ disease did not develop (fig. 
4). It is probably a sign of inflammation of 
the hip joint synovia, and not pathognomonic 
of Legg-Perthes’ disease. Its presence, how- 
ever, should certainly alert the physician to 


Fig. 4. (Case 4) July 31, 1951. This patient was a 
4 year old white girl with a history of limping and 
intermittent slight pain in the left hip. Clinical ex- 
amination revealed spasm with limitation of internal 
rotation and abduction of the left hip. AP and lat- 
eral projections showed no bony changes. The Wal- 
denstrém sign was positive, however, and the obtur- 
ator foramen appeared smaller on the left side. Skin 
traction was applied to the left lower extremity, 
and bedrest was maintained for three weeks. The 


physical and clinical signs disappeared, as did the 
pain. Follow-up roentgenograms proved that this was 
not Legg-Perthes’ disease. Laboratory examinations 
were negative, the tubercular test negative, and the 
final diagnosis was transitory synovitis, etiology 
unknown, 
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the possibility of serious hip joint disease. 

Blanchard“) in 1917 first noted that in this 
disease the obturator foramen of the in- 
volved side is smaller than its opposite. He 
attributed this fact to atrophy of the bony 
ring. Others‘®) have recently emphasized 
that this is an early sign of Legg-Perthes’ 
disease. Kite and French‘) have proved that 
it is due to a “slight pelvic rotation” which 
the patient assumes in order to balance him- 
self because of a lateral rotation of the in- 
volved leg. They also suggest that Walden- 
strém’s sign may be influenced by this ro- 
tation. This small obturator foramen is not 
pathognomonic of Legg-Perthes’ disease 
either, but again should serve as a warning 
(figs. 1B, 1C, 2). 

Since the signs described, which may be 
seen before subchondral absorption and de- 
calcification of the head and neck are vis- 
ualized, may also be present in other affec- 
tions of the hip, one hesitates to make the 
diagnosis of Legg-Perthes’ disease until true 
decalcification takes place. As stated before, 
however, these signs should alert the physi- 
cian to the possibility of serious hip joint 
disease and lead him to follow his patient 
until the possibility is ruled out. 


Treatment 


Treatment should be begun as soon as the 
disease is suspected and discontinued only 
when the roentgen and clinical findings do 
not substantiate the diagnosis. The main 
object of treatment is to prevent weight- 
bearing, although different methods have 
been used to effect this. Traction with bed- 
rest may be used in the early stages. After 
regeneration has begun, the use of crutches 
or an ischial weight-bearing brace until the 
femoral head is recalcified is the most gen- 
erally accepted program of treatment. 


Summary 


The early diagnosis of Legg-Perthes’ dis- 
ease is important in the prevention of per- 
manent disability of the hip. One must pre- 
vent weight-bearing when this disease is 
suspected in order to prevent anatomic de- 
formity of the head of the femur. Early 
roentgen signs, occurring even before bone 
changes are visible, should alert one to the 
possibilities of serious hip joint pathology. 
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AN APPRAISAL OF METHODS 
OF “IMPROVING” CEREBRAL 
BLOOD FLOW 


JOHN B. PFEIFFER, JR., M.D. 
DURHAM 


Cerebrovascular disease in its varying 
forms has gradually become increasingly 
prominent in mortality and morbidity statis- 
tics as the average age of the population has 
increased and as other diseases, such as the 
infectious diseases, have responded to mod- 
ern methods of therapy. Reference is made 
particularly to cerebral arteriosclerosis, 
which usually manifests itself in three forms 
—(1) single large cerebral thromboses, (2) 
multiple small thromboses — “strokelets,” 
and (3) diffuse cortical and subcortical vas- 
cular sclerosis with generalized cerebral 
atrophy. Undoubtedly, definitive methods of 
therapy will depend upon unraveling the 
mysteries of arterial disease itself and elimi- 
nating the causative factors. At present, 
however, the only possible method of attack 
would seem to involve alleviation of the pri- 
mary defect—localized or diffuse cerebral 
anoxia—by increasing cerebral blood flow 
and hence the quantity of oxygen available 
to the tissues. 

If such a goal be valid, two facts would 
seem to make the approach a hopeful one: 
(1) the arteries of the brain are not, strict- 
ly speaking, “end arteries,” there being dem- 
onstrable anastamoses at the arterial, arter- 
iolar, and capillary levels; (2) it would ap- 
pear that cerebral blood flow and cerebral 
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vascular resistance may be modified by cer- 
tain drugs and procedures. A large number 
of drugs have been studied by various 
methods in both man and animals. It is my 
purpose to review only the more recent 
studies, which happen to be those carried out 
either by determination of changes in the ar- 
teriojugular oxygen difference, by direct 
measurement of carotid flow, or by the ni- 
trous oxide technique of Kety and Schmidt"). 
It should be pointed out that an increase in 
cerebral blood flow or a decrease in cerebral 
vascular resistance detected by these meth- 
ods by no means indicates that the agent 
producing this cerebral vasodilatation would 
necessarily be helpful in clinical situations; 
all such agents must be proven effective by 
actual clinical trial. 

Certain features of the cerebral circula- 
tion and of the methods cited above should 
be mentioned as a background for the dis- 
cussion to follow. 

1. These methods will not indicate the 
total blood flow through the brain. The ni- 
trous oxide technique is expressed in the 
number of cubic centimeters of blood per 
100 Gm. of brain per minute. The arterio- 
venous oxygen difference technique does not 
give even this type of quantitation, as the 
oxygen uptake of brain tissue in vivo in any 
one individual is incapable of determination. 
Direct flow measurement (applicable only 
to animals) has usually been made on the 
carotid artery, with flow through the basilar 
artery uncontrolled. 

2. These methods will not distinguish be- 
tween the opening up of arteriovenous anas- 
tamoses and arteriolar relaxation. It is only 
the latter that will bring more blood to 
anoxic tissue. 

3. They will not indicate redistribution 
of blood flow through the various parts of 
the brain. 

4. The limits of error are quite high, 
(10 per cent in the case of the nitrous oxide 
method), which defect may obscure signifi- 
cant clinical changes, 

5. Cerebral circulation shows a high de- 
gree of autonomy and is largely self-regula- 
tory. The brain responds with a decrease in 
vascular resistance to any agent or procedure 
reducing the blood pressure. Hence, as many 
of the vasodilators lower systemic pressure, 
it is necessary for them to demonstrate a 
proportionately greater effect on the brain 
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vessels than on the vessels of the body as a 
whole before they can be considered as spe- 
cific vasodilators. 


Experimental Studies on Man and Animals 


Procedures known to produce vasodilatation 
(table 1) 


Anoxia: Although not a practical method, 
cerebral anoxia itself will produce a pro- 
nounced increase (35 per cent) in cerebral 
blood flow in both humans‘?) and animals“). 
One may therefore legitimately conjecture 
whether it is theoretically possible to produce 
further increase if the anoxia in a given area 
of the brain is not a sufficient stimulus. 
Whether the increase in cerebral blood flow 
is a local effect on the vessels or is due to 
reflex activity from specific receptor areas 
in the brain is not known. It is independent 
of the carotid body mechanisms, 

Increase in carbon dioxide tension: Breath- 
ing air that contains a high percentage of 
carbon dioxide, 3.5 per cent or higher, pro- 
duces pronounced increase in cerebral blood 
flow without changes in blood pressure‘?:**). 
This may amount to as much as 175 per cent 
with greater concentrations of carbon di- 
oxide. The carbon dioxide tension may also 
be increased by administering sodium bicar- 
bonate solution intravenously. This method 
tends to separate the effects of change in hy- 
drogen ion concentration from those due to 
increase in carbon dioxide tension, and in- 
dicates that the latter is by far the more 
important of the two factors in the increase 
in cerebral blood flow. Sodium bicarbonate, 
3 per cent in 1,000 cc. of fluid administered 
over a period of 30 minutes, produced in- 
creases up to 50 per cent in normal volun- 
teers"). It is of interest that increased car- 
bon dioxide tension, in contradistinction to 
other vasodilators of the brain, actually de- 
creases blood flow through the muscles‘*”). 

Papaverine: Shenkin, in studies of pa- 
tients with cerebral disease, and Joyner and 
colleagues”), in normal human volunteers, 
came to somewhat different conclusions con- 
cerning papaverine. Shenkin found that it 
produced a decrease in mean arterial blood 
pressure and a fall in cerebrovascular resis- 
tance, with little change in blood flow. Joy- 
ner, however, giving a somewhat higher dose 
(180 mg.) intravenously, demonstrated an 
increase of 24 per cent in cerebral blood flow, 
a decrease of 28 per cent in cerebrovascular 
resistance, and a decrease of 12 per cent in 
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Table 1 


Procedures Known to Increase Cerebral Blood Flow 
Under Experimental Conditions 


Method Subject 
Animals 
Carbon Dioxide 
Inhalations (3.5%)... Man and 
Animals 
Sodium Bicarbonate (+3% I. V.) Man 
Papaverine (I. V.)................... Man 
Ergotamine tartrate (I. V.)... Dog 
Dihydroergotamine (I. V.) Dog 
Histamine (Intracarotid) Monkey 
Nitroglycerine (Intracarotid) Monkey 
Aminophylline (Intracarotid) ..... Monkey 
Caffeine (Intracarotid). Monkey 


mean arterial pressure. It should be pointed 
out that all experimental studies have em- 
ployed large doses of papaverine intraven- 
ously, whereas in the clinical studies the 
drug has been administered orally. 

Histamine: That histamine is a powerful 
vasodilator is unquestioned. Studies done by 
direct observation of pial vessels and sum- 
marized by Wolff‘*) showed pronounced vas- 
odilatation. Dumke“, by intracarotid injec- 
tion of small quantities, demonstrated large 
increases in blood flow in the monkey brain; 
but when give intravenously, the drug is 
found to drop the blood pressure to such an 
extent that the over-all effect is essentially 
nil’), Shenkin‘® found essentially the same 
results, no over-all effect, until he analyzed 
his cases further and pointed out that those 
showing a fall of less than 15 per cent in 
mean arterial pressure had a significant rise 
in cerebral blood flow. 

Nitroglycerine: In the case of this drug 
also the result seems to depend upon whether 
the agent is given by the intracarotid or 
the intravenous route. The only available 
study indicates a large increase in cerebral 
blood flow when the nitroglycerine is placed 
directly in the cranial arterial circulation, 
but no effect or an actual decrease when it 
is given intravenously. Its clinical applica- 
tions are not likely to be important. 

Ergotamine and dihydroergotamine : Stud- 
ies by Abreu and others”) in the dog demon- 
strated a surprising finding—very large in- 
creases in cerebral blood flow, up to 83 per 
cent for ergotamine and 135 per cent for 
dihydroergotamine, when given intraven- 
ously. In the monkey, Dumke‘*) was unable 
to show this. A failure to produce intracran- 
ial vascular constriction might be suspected 
from studies by Wolff and his group''?) in 
which administration of ergotamine pro- 
duced a rise in cerebrospinal fluid pressure 
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Table 2 


Procedures with Doubtful Effects 
on Cerebral Blood Flow 
Subject 


Man and Monkey 
Stellate ganglion block................ Man and Animals 
Stellate ganglionectomy Man and Animals 
Xanthine derivatives (i. V.)..... Man and Animals 


Method 
Histamine (I. V.) 


and no change in amplitude of pulsations. 
Ergotamine has also proved ineffective in 
intracranial vascular headaches such as those 
associated with fever. It is unlikely that these 
agents will have clinical significance because 
of their side effects. 


Procedures with questionable effects 
(table 2) 

Xanthine derivatives: Aminophylline and 
caffeine given intra-arterially in the monkey 
produces a definite rise in blood flow as de- 
termined by arteriovenous oxygen differ- 
ences, but intravenously has little effect*. 
This observation was confirmed by others”? 
in the case of aminophylline given intraven- 
ously to human subjects. Caffeine given in- 
travenously actually produced cerebral vaso- 
constriction in humans‘®). 

Stellate ganglion block and stellate gangli- 
onectomy: The situation regarding the ef- 
fectiveness of these procedures is quite con- 
fusing. Earlier studies showed definite 
changes in pial vessels with vasoconstriction 
during stimulation of the cervical sympa- 
thetic nerves and dilatation following sec- 
tion’). These changes, though not large, 
were indisputable. Whether, such dilatation 
indicated arteriolar relaxation and increase 
in cerebral flow, however, cannot be decided 
by reference to the more recent studies using 
the nitrous oxide technique in human sub- 
jects. Shenkin and others‘'*) claimed a defi- 
nite increase in cerebral blood flow and a de- 
crease in cerebral vascular resistance follow- 
ing bilateral stellate ganglionectomy. How- 
ever, the same authors using bilateral stel- 
late procaine block"), Scheinberg) using 
unilateral stellate procaine block, and Mar- 
mel and others’'® found no significant ef- 
fect. Scheinberg and Joyner‘, in a critical 
evaluation of studies up to that time, ex- 
pressed the opinion that the figures given 
by Shenkin“*) could not be considered statis- 
tically significant. This will discussed fur- 
ther under “Clinical Applications.” 


Procedures known to be ineffective (table 3) 
Intravenous procaine), intravenous Pris- 
coline), nicotinic acid“'*), and ethyl alco- 


November, 1953 


Table 3 


Procedures with No Apparent Effect 
on Cerebral Blood Flow 
Method 


Procaine (I. V.) 
Priscoline (I. V.) ........... 
Nicotinic Acid (I. V.) 

Ethyl Alcohol (I. V.) 


hol'’®) have not been found to have any effect 
on the cerebral circulation when tested by 
the nitrous oxide technique, although they 
are considered potent vasodilators of vessels 
elsewhere in the body. Loman and others‘'*" 
felt that 1 of the 4 patients studied showed 
some increase in cerebral blood flow follow- 
ing the intravenous injection of nicotinic 
acid, but this observation is unsupported. 


Clinical Trials of Presumed Vasodilating 
Procedures 
The following procedures have been used 
clinically in the treatment of occlusive cere- 
brovascular disease. 
Stellate ganglion block‘?°) 
Papaverine (orally) (°° 
Histamine (intravenously) ‘°°! 
Carbon dioxide inhalation 
Sodium bicarbonate (intravenously) 


In spite of the frequency of cerebrovascu- 
lar accidents, comparatively little is known 
concerning the pathogenesis of these states. 
It is presumed that when an occlusion in- 
volves a large enough vessel, there will be 
an area of total anoxia and consequently 
tissue death within a short time (probably 
less than two or three minutes in the cere- 
bral cortex, which is very sensitive to oxy- 
gen deprivation). At the same time there is 
a much greater disturbance of function than 
can be accounted for by the area involved. 
Monakov has termed this initial shock-like 
state “diaschisis.” One need only mention 
the temporary blindness which occasionally 
follows occlusion of one posterior cerebral 
artery, and which subsides shortly to leave 
a residual homonymous hemianopia. 

In addition to total anoxia and tissue 
death, there must be a surrounding area of 
hypoxia and loss of function in still viable 
tissue, because of the presence of vascular 
spasm in both the occluded vessel and col- 
lateral channels. The presence of spasm has 
been inferred from the analogy to spasm oc- 
curring elsewhere under similar circum- 
stances—that is, embolism of a femoral ar- 
tery associated with severe spasm, further 
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embarrassing the circulation of the limb. 
Evidence has also been observed during sur- 
gical operation when the vessels are mechan- 
ically or electrically stimulated. Diapedesis 
of cells and extravasation of fluid through 
anoxic capillaries shortly produces cerebral 
edema and further aggravates the initial 
insult. 

Recovery from an acute cerebrovascular 
accident may be postulated to depend upon 
the following factors: (1) recovery of the 
brain from the initial shock-like state pro- 
duced by the sudden disruption of neural 
pathways; (2) relaxation of presumed 
spasm in proximal segments of the occluded 
artery and other vessels in the neighbor- 
hood; (3) dilatation of collateral arterial 
channels; (4) subsidence of the local reac- 
tive edema associated with the anoxia; (5) 
appearance of latent function of accessory 
motor and sensory areas—for example, utili- 
zation of mechanisms in the hemisphere con- 
tralateral to the occlusion. Theoretically, in- 
creasing cerebral blood flow could be effec- 
tive in the second, third, and possibly the 
fourth of these methods of recovery, if the 
brain tissue is still viable. 


Concerning the presence of vascular spasm 
per se and in acute cerebrovascular accidents, 
there has been much debate. Reference may 
be made to Pickering’s analysis‘*") deprecat- 
ing the notion of spasm, Russek’s reply‘2??, 
and finally Denny-Brown’s complete analysis 
of the present status of this concept‘2*). 


Stellate ganglion block 


Stellate ganglion block was first suggested 
as a method of therapy in 1936 by Leri- 
che’**), Several groups of investigators have 
reported favorably: Risteen and Volpit- 
to’? claimed favorable results in 6 of 8 
cases, Mackey and Scott?’ in 9 of 14, Gil- 
bert and de Takats'?° in 19 of 25, and Naff- 
ziger and Adams ‘*°f in 59 per cent of a 
large series. The procedure is to block the 
stellate ganglion on the side of the cerebral 
lesion with 1 to 2 per cent procaine usually 
daily, but as frequently as every six to eight 
hours. Improvement should occur within 15 
minutes, although it need not be maintained; 
and if the patient relapses, another block 
is considered necessary. Millikan and 
others‘°°*), however, recently reported a to- 
tal of 87 patients with acute cerebrovascular 
accidents who were followed to discharge or 
death. Twenty-one of these were treated with 


CEREBRAL BLOOD FLOW—PFEIFFER 


567 


repeated stellate ganglion block, and no ef- 
fect was noted. In fact, the results were 
somewhat better in the untreated group. The 
discrepancy was explained by these authors 
as resulting from the failure of previous in- 
vestigators to recognize the natural course 
of the cerebrovascular accident, which is one 
of spontaneous improvement in a consider- 
able number of cases. Shenkin'*) performed 
bilateral stellate ganglionectomy on 7 pa- 
tients, of whom 2 had cerebrovascular dis- 
ease, and obtained no clinical improvement 
although there was an increase in cerebral 
blood flow and decrease in cerebrovascular 
resistance. 


Papaverine 

Clinical trials using papaverine hydrochlo- 
ride have been reported by Russek and Zoh- 
man‘**), Forty-six cases of vascular disease 
including hypertensive encephalopathy and 
cerebral thromboses were treated with papa- 
verine in amounts of 0.25 to 1.2 Gm. a day 
in divided doses, each usually with small 
amounts of phenobarbital, 0.015 to 0.030 Gm. 
by mouth, the latter being felt to enhance 
the effect of the papaverine. Benefit was 
claimed in a large number of cases, but to 
date this has not been confirmed or denied 
by independent investigation. Basis for the 
use of papaverine is found in the observa- 
tions of Scheinberg’, previously cited. 


Histamine 

Furmanski and others'*") also claimed ben- 
efit in acute occlusive vascular disease by 
treatment with intravenous histamine. His- 
tamine diphosphate, 5.5 mg. in 1,000 cc. of 
normal saline or 5 per cent dextrose, was 
given at such a rate as to produce flushing 
without a significant drop in blood pressure. 
In 30 of 50 patients treated, more than 75 
per cent improvement was obtained. Results 
were said to be better if (a) the degree of 
initial dysfunction was mild, (b) there was 
no disturbances of consciousness, (c) the pa- 
tient was in a younger age group, and (d) 
therapy was begun within six hours of the 
accident. It should be pointed out that pa- 
tients falling in these categories would be 
likely to improve spontaneously. It is un- 
fortunate that no systemic study of cerebral 
blood flow was carried out in these patients, 
as it would be valuable to correlate changes 
in cerebral resistance with possible clinical 
improvement. 
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Increase in carbon dioxide tension 


On the basis of experimental studies this 
method would certainly be expected to pro- 
duce improvement, for the effect of breath- 
ing carbon dioxide in higher than physio- 
logic concentrations and of bicarbonate given 
intravenously is the most unequivocal of all 
the cited studies. Carbon dioxide dilates the 
cerebral vessels without lowering the blood 
pressure, or even increasing it. Johnson‘?®? 
recently used an ingenious method involving 
rebreathing from a common paper bag to 
obtain vasodilator effects. In a group of 13 
patients with transient episodes of neuro- 
logic deficit ascribed to cerebral angio- 
spasm, good results were obtained in 9. The 
rebreathing was carried out for 15 to 30 
seconds in five to ten forced breaths, which 
was sufficient to produce the described im- 
provement. It is presumed that significant 
hypoxia would scarcely develop in this time. 
This represents a practical approach which 
surely should be given more extensive trial, 
as the difficulties with carbon dioxide in- 
halation rests principally with the bulky 
equipment not easily available in an emer- 
gency away from a hospital. Patterson and 
Heyman‘? tried both 3 per cent sodium bi- 
carbonate and rebreathing with 3.5 per cent 
carbon dioxide. Moderate increases in cere- 
bral blood flow were produced by the bicar- 
bonate in 5 patients without clinica! improve- 
ment. Carbon dioxide in 5 per cent concen- 
tration caused excessive dyspnea and hyper- 
tension, and could not be tolerated. However, 
3.5 per cent could be tolerated without side 
effects during 30 to 60 minutes with ap- 
parent improvement in muscle strength, co- 
ordination, and speech in 12 patients. Only 
moderate increase in cerebral blood flow was 
produced by this method, however, and less 
response was found in patients with diseased 
vessels — that is, arteriosclerosis — than in 
normal controls, Sufficient data are not avail- 
able to arrive at any final conclusion at this 
time. 

Summary 

Many substances have been found to de- 
crease the cerebrovascular resistance and in- 
crease cerebral blood flow under experimen- 
tal conditions. Increased carbon dioxide ten- 
sion is the most potent agent found to date, 
but clinical trials are as yet few and incon- 
clusive. While histamine is a potent vasodi- 
lator when applied to the cerebral vessels by 
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the intracarotid route, it is still not clear 
whether it has any significant over-all ef- 
fect, because of the depression of systemic 
arterial blood pressure which tends to cancel 
out its cerebral effect. It is also not clear 
whether it is necessary to have an increase 
in cerebral blood flow, as the vasodilation 
might conceivably result in redistribution of 
blood. 


Clinical studies with papaverine and stel- 
late ganglion block, as with histamine, have 
given conflicting results which are difficult 
to reconcile. The most important defect in 
those studies professing improvement by 
these methods are lack of control groups. 
Further, factors of motivation and the ten- 
dency of acute cerebral thromboses and em- 
bolism to slow spontaneous improvement 
make evaluation of any therapeutic attempt 
extremely hazardous. 
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Clinical medicine: The extraordinary advances 
made in recent years in the prophylaxis, diagnosis 
and treatment of disease have been achieved mainly 
by painstaking research in the laboratory and ap- 
plied to the problems of internal medicine. The bed- 
rock, however, of clinical medicine remains as al- 
ways—a careful history and a careful physical 
examination. This fact, I think, is not sufficiently 
emphasized either in the teaching or practice of the 
present day. After all, the average patient comes to 
the consulting room either because of definite symp- 
toms or for a routine check-up, instigated often by a 
vague fear of underlying disease. It is tempting 
frequently to take a short-cut by ordering laboratory 
examination after an all too perfunctory history and 
physical examination. This tendency is stimulated, 
I feel, by the rapid rise of medical and hospital in- 
surance. It is true that sometimes special laboratory 
reports may be absolutely decisive in diagnosis but, 
in the main, they should be integrated and inter- 
preted only in the light of the previous careful his- 
tory and physical examination.—Hunter, C.: Re- 
marks on Chronic Ailments by a Retired Internist, 
Canad, M.A.J. 69:23 (July) 1953. 


It is humiliating that an optimistic quack (to say 
nothing of a Christian Science disciple) often does 
more good than a conscientious but pessimistic phy- 
sician.—Hunter, C.: Remarks on Chronic Ailments 
as Retired Internist, Canad. M.A.J. 69:26 (July) 
1953. 
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The alteration of brain bulk and cerebro- 
spinal fluid pressure by the intravenous ad- 
ministration of hypertonic solutions is a well 
known phenomenon. The clinical application 
of this principle has been widespread, al- 
though its value has been controversial. This 
paper is a preliminary report on a re-eval- 
uation of a frequently used hypertonic agent, 
concentrated human serum albumin. 


History 

The modern concept of the physiology of 
intracranial volume has an interesting his- 
tory’, dating probably from the hypothesis 
of Alexander Monro the younger in 1783. 
His doctrine of the fixed imcompressible 
bulk and constant vascular content of the 
brain was furthered by Kellie in 1824 and 
Abercrombie in 1828, and probably not ques- 
tioned until 1843. At that time Burrows em- 
phasized the importance of the cerebrospinal 
fluid and extravascular serum, and stated 
that the amount of intracranial blood was 
obviously diminished by systemic bleeding: 
“Whether the vacated space is replaced by 
serum, or resiliency of the cerebral sub- 
stance under diminished pressure, is 
another question.” 

This observation, with later work by 
others, has resulted in the theory that the 
total volume of the cranial contents is rela- 
tively fixed, but has the capacity for change 
in any one of the three chief elements con- 
cerned. 


In 1919 Weed and McKibben") made a 
classic contribution through investigation of 
a chance observation. In determining whether 
alterations occurred in the sodium chloride 
content of the cerebrospinal fluid following 
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intravenous injections of hypertonic salt so- 
lutions, they noted that within a short time 
after injection, cerebrospinal fluid could not 
be obtained when the subarachnoid space 
was entered. Then followed their observa- 
tions that the intravenous injection of an 
isotonic solution (Ringer’s) caused no last- 
ing change in the pressure of the cerebro- 
spinal fluid, but that intravenous injection 
of a hypotonic solution (distilled water) was 
followed by a marked and sustained rise in 
the pressure (fig. 1), and that intravenous 
injections of hypertonic solutions (concen- 
trated sodium chloride, sodium bicarbonate, 
sodium sulfate, and glucose) caused an ini- 
tial rise in the pressure of the cerebrospinal 
fluid, followed immediately by a marked fall 
in the pressure, often to below zero. 

This conclusion was immediately followed 
by their observations on the experimental 
alteration in brain bulk by these solutions, 
and the hypothesis that the underlying pro- 
cess was concerned with osmotic changes in 
the blood. Of further interest was the nota- 
tion that change was also related to the po- 
tential elasticity of the animal used, altera- 
tions in brain volume being less marked in 
old cats than in young animals. 

In the same year Haden‘) reported the 
first clinical use of hypertonic solutions with 
“symptomatic improvement” in cases of 
meningitis. 

In short order, Cushing and Foley‘*) and 
Sachs and Malone“? applied these principles 
to the treatment of surgical patients and 
reported “striking results.” Foley and Put- 
nam) noted a similar lowering of cerebro- 
spinal fluid pressure and diminution of 
brain volume following the enteral ingestion 
of hypertonic salt solutions and demonstrat- 
ed persistent lowering from 6 to 10 hours 
later. In addition to a decrease in brain 
volume, they felt that there was a new ratio 
between secretion and absorption of the 
cerebrospinal fluid with some reverse flow 
through the choroid plexus, as well as in- 
creased absorption over the surface of the 
brain. 

There followed an enthusiastic use of hy- 
pertonic solutions to combat increased in- 
tracranial pressure following brain injuries, 
which was tempered by the warning of 
Browder“ in 1930 of its dangers in cases 
of recent blood vessel injury with bleeding. 


Dextrose and sucrose 
Then Jackson, Kutsunai, Leader, and Jo- 
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Fig. 1. Cat experiment. 


seph'’) reported the results of the use of hy- 
pertonic dextrose solutions in 20 cases of 
acute cranial injury, noting immediate in- 
crease in pressure in one half of the cases 
and a slight temporary reduction in the 
others. There was a secondary increase in 
pressure in all cases after 15 to 30 minutes. 
In experimental animals they noted a pri- 
mary fall in pressure followed by a secon- 
dary rise which they felt was due to absorp- 
tion of dextrose by the brain cells with sec- 
ondary edema. They further discussed the 
dangers of the use of hypertonic saline in 
human subjects — convulsions, respiratory 
difficulty, and death—felt to be due to dis- 
turbance of the intracellular sodium ion con- 
tent with further cell swelling, particularly 
in cases with pre-existing cell injury. 
The late rise in cerebrospinal fluid pres- 
sure after the use of dextrose in human be- 
ings with non-traumatized brains was fur- 
ther demonstrated by Masserman?. This 
was followed by observations by Bullock, 
Kinney, and Gregerson’®’ on the use of su- 
crose for reducing pressure without secon- 
dary elevation, and demonstration by Greg- 
erson and Wright"'® that sucrose, in con-- 
trast to dextrose, did not appreciably pass 
the blood barrier. Bullock, Gregerson and 
Kinney ''), Masserman''?) and Hahn, Ram- 
sey and Kohlstaedt''®) presented additional 
cases in which sucrose had been used with- 
out untoward effect, and demonstrated de- 
creases in pressure for about four hours. 


Ihr. 
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Concentrated serum 


In 1936 Hughes, Mudd, and Strecker‘'') 
first reported (published in 1938) the use 
of concentrated solutions of human serum 
for the reduction of intracranial pressure. 
It was felt that this material, by remaining 
in the blood stream without rapid diffusion 
or metabolism, would exert a continued os- 
motic effect. Using 50 to 100 cc. of human 
serum of four times normal concentration 
given intravenously and a multiple lumbar 
puncture technique, they demonstrated re- 
duction of increased intracranial pressure 
for relatively long periods. On the basis of 
comparative studies in a few normal human 
subjects, they felt this substance was more 
effective than a solution of sucrose. The 
maximum lasting effect from the osmotic 
pressure of the proteins administered was 
computed to be 38 mm. of water. An addi- 
tional large increment due to the associated 
concentrated electrolytes was felt to contri- 
bute to the initial drop in pressure but to 
have no lasting effect. 

Wright, Bond and Hughes''’’, in a simi- 
lar study in dogs, using dog serum of four 
times normal concentration showed appreci- 
able reduction in cerebrospinal fluid pres- 
sure when doses of 4 or 8 cc. per kilogram 
were given, but less striking results with 
1 and 2 cc. per kilogram increments. With 
8 cc. per kilogram, reduction was still main- 
tained after 20 hours in one case. 

In 1941 Turner''* introduced the use of 
human serum in the management of head 
injuries. He reported the use of intravenous 
injections of 40 cc. of human serum of five 
times normal concentration in 6 cases of re- 
cent closed head injury. These were cases 
of headache with cerebrospinal fluid pres- 
sure from 200 to 300 mm. of water in which 
dehydration, magnesium sulfate, and ordi- 
nary analgesics had failed. By means of re- 
peated lumbar punctures, he demonstrated 
falls in cerebrospinal fluid pressure in 5 
cases. The percentage drop was, however, 
quite variable: in 70 minutes in 4 cases, 
ranging from 18 to 71 per cent (50 to 195 
mm.) ; in three hours in 3 cases, from 10 to 
73 per cent (20 to 200 mm.), and in six 
hours in 3 cases, from 0 to 60 per cent (0 
to 165 mm.). It is stated that the clinical 
results were good, with relief of headache 
and no untoward results in 4 cases. By hema- 
tocrit studies blood dilution was demonstrat- 
ed, presumably as a result of osmosis, 
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Although clinical use has continued, ex- 
cept for an isolated case reported by Cole''”) 
with only general observations, there have 
been no further reports in the English liter- 
ature on the efficacy of this substance. 

In 1943 Bragdon''*) reported a compara- 
tive study for the Association for Research 
in Nervous and Mental Disease. In noting 
the alterations in craniocerebral injuries fol- 
lowing the use of dextrose, sucrose, sorbi- 
tal, sodium chloride and caffeine, he stated 
that the effect of dehydrating agents on the 
cerebrospinal fluid pressure in the treatment 
of head injuries is quite unpredictable and 
that there is little justification for their use. 

Of perhaps related interest is the work of 
Shenkin, Spitz, Grant and Kety''’, which 
demonstrated no change in cerebral metabol- 
ism by reduction of increased intracranial 
pressure, either by ventricular puncture or 
by the use of intravenous hypertonic glucose. 

Preliminary Report 
Materials and method 

With this highly controversial background 
we are presenting isolated clinical and ex- 
perimental cases as a preliminary report. 
The hypertonic agent used in this study is 
concentrated human serum albumin (salt 
poor) supplied by the American National 
Red Cross through the FE. R. Squibb and 
Sons Laboratories. A unit consists of 25 Gm. 
of serum protein in 100 cc. solution and is 
considered the equivalent of 500 ce. of plas- 
ma (5 x concentrated). 

The experimental material consists of 
young cats anesthetized with sodium amytal. 
Intravenous solutions were introduced via 
venoclysis in the hind leg, and cerebrospinal 
fluid pressures were measured by continu- 
ous cisternal puncture and a water manom- 
eter. Compensated initial pressure was gen- 
erally found to be 40 to 60 mm. of water, 
and time for this compensation was allowed 
before introducing the experimental incre- 
ments. The dramatic lowering of the cere- 
brospinal fluid pressure by hypertonic sa- 
line in the nontraumatized animal was again 
illustrated, and the elevation of pressure by 
hypotonic solution (distilled water), which 
Weed and McKibben''’ had demonstrated 
for the duration of their 80-minute experi- 
ments, was found to persist for hours. 


Results 


Using concentrated human serum albumin 
for isolated acute experiments, we have 
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Fig. 2. Cat experiment. 


noted none of the usual features of serum 
reaction. But neither have we demonstrated 
the lowering of the cerebrospinal fluid pres- 
sure as described by Wright and others”) 
in their use of animal serum. 

Figure 2 demonstrates a persistent ele- 
vation in pressure following the administra- 
tion of a dosage equivalent to 8 cc. per kilo- 
gram. Administration of smaller increments 
has given similar curves. 

In an attempt to duplicate the conditions 
of an increased cerebrospinal fluid pressure, 
we have caused elevation of pressure by the 
use of intravenous water. Subsequent admin- 
istration of concentrated human serum albu- 
min has caused no striking alteration in the 
trend of the curves as demonstrated in 
figures 3 and 4, although some lowering was 
suggested in one experiment (fig. 5). 

The response in human cases has also been 
unpredictable, although generally more in 
keeping with an anticipated lowering in 
pressure. These are illustrated by figures 6 
and 7. These are continuous pressure de- 
terminations for two hours and then isolated 
second punctures as indicated. 

A representative case with no response is 
illustrated by figure 8. One wonders if the 
high cerebrospinal fluid protein could con- 
tribute to the lack of response in this case. 
It is interesting that none of these patients 
have shown any definite clinical response 
that could be attributed solely to the admin- 
istration of the hypertonic solution. As indi- 
cated by the S and P notations on the figures, 
there was no significant alteration in the 
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systolic blood pressure or pulse. In other 
cases we have felt that there has been some 
degree of clinical response, such as improve- 
ment in the character of the respirations and 
in one case rather dramatic relief of an acute 
decerebrate posture. 


Comment 


Using the method of calculation described 
by Hughes and others‘'*’, a unit (100 cc.) 
of five-times concentrated human albumin 
would have an osmotic pressure of approxi- 
mately 95 mm. of water when added to the 
blood volume of an adult. The use of 100 
cc. of the concentrated serum would repre- 
sent a dose of about 2 cc. per kilogram. By 
the intravenous injection of one unit in 
adult human beings with increased cerebro- 
spinal fluid pressure, significant lowering 
of pressure can occur but is not necessarily 
predictable. When it does occur, the lower- 
ing appears to persist. In preliminary ex- 
periments these results have not been dupli- 
cated in animals; previously reported ex- 
periments of others using concentrated ani- 
mal serum have shown some lowering with 
dosages of 4 to 8 cc. per kilogram, but the 
immediate results are much less striking 
than other experiments with other agents. 
These earlier experiments may indicate that 
the usual administration of one unit (100 
cc.) in humans is inadequate and that doses 
of 200 to 400 cc. (4 to 8 cc. per kilogram) 
may be more effective. 

Nevertheless, the work of Shenkin and col- 
leagues, failing to disclose alteration in cere- 
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bral metabolism as shown by their methods, 
and the recent works of Hass and Taylor‘*’ 
suggesting that decompression over the in- 
volved area is the only measure of lifesaving 
value in severe focal, experimental cerebral 
edema would cast doubt on the significant 
therapeutic worth of hypertonic solutions ex- 
cept as an adjunct in therapy. 


Summary 

A brief review of the history of the use 
of anisotonic solutions in alteration of cere- 
brospinal fluid pressure has been given, 
with a preliminary report on the effect of 
concentrated human serum albumin under 
experimental and clinical conditions. 

Five-times concentrated salt-poor human 
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serum albumin has a frequent but unpredict- 
able property of lowering an elevated cere- 
brospinal fluid pressure in humans, It ap- 
pears that the response is relatively slow 
compared with other methods of lowering 
pressure, but may be prolonged. Clinical re- 
sponse, attributable to the agent alone, is 
also unpredictable. Lowering of cerebro- 
spinal fluid pressure in experimental ani- 
mals by comparable or increased dosages 
of human albumin has not been demon- 
strated. 

Further studies are indicated before final 
conclusions are reached, 
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THE INDICATIONS FOR CARDIAC 
CATHETERIZATION AND 
ANGIOCARDIOGRAPHY 


JAMES V. WARREN, M.D. 
DURHAM 


The increased scope of surgical procedures 
on the heart and circulatory system has 
brought to the practice of medicine the neces- 
sity of carrying out more accurate diagnostic 
procedures in many patients with cardiovas- 
cular disease. Studies with the various spe- 
cial techniques, such as cardiac catheteriza- 
tion and angiocardiography, have been car- 
ried out on almost all forms of cardiac and 
pulmonary disease. The physician is fre- 
quently confronted by the practical problem 
of deciding which patients should be sub- 
jected to the inconvenience and expense of 
one of these special procedures. It is the aim 
of this presentation to outline, in general 
terms, the clinical indications for the use of 
these two special diagnostic procedures in 
patients with cardiovascular and pulmonary 
diseases. 


Cardiac Catheterization 

Cardiac catheterization has now been 
employed in human subjects for over 20 
years, but particularly during the last 5 to 
10 years its use has become relatively wide- 
spread. Undoubtedly, the major value of this 
procedure has been as a research tool; and 
it will certainly continue to be so used dur- 
ing the coming years. Measurements of in- 
travascular and intracardiac pressures, blood 
flow, and vascular resistance determinations 
in many parts of the vascular system have 
been carried out and have been of inesti- 
mable value in attaining our present state 
of knowledge regarding the circulatory sys- 
tem. As a practical diagnostic tool, however, 
the field of application is considerably more 
limited. 

The initial diagnostic use of the catheter 
was to determine abnormal shunting of blood 
in congenital heart disease, such as in atrial 
and ventricular septal defects. In this re- 
spect the catheter method is of major value 
where there is shunting from the left side 
of the heart to the right side or, in other 
words, where oxygenated blood is abnorm- 
~ Read before the Section on Practice of Medicine, Medical 
Society of the State of North Carolina, Pinehurst, May 18, 1953. 
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ally deposited in a chamber of the heart us- 
ually containing only venous blood. The 
right side of the normal heart contains only 
venous blood, the oxygen content of which 
approximates that of the blood coming from 
the inferior and superior vena cava. In pa- 
tients with a septal defect, blood shunted 
from the left to the right side of the heart 
adds oxygenated blood to that normally 
there, a fact that can readily be detected by 
cardiac catheterization. This method, there- 
fore, offers definitive diagnostic evidence of 
the presence of a functionally patent atrial 
or ventricular septal defect. Similar princi- 
ples may be applied to the diagnosis of patent 
ductus arteriosus. Here, the lesion can be 
detected by the abnormal finding of oxy- 
genated blood contaminating the normal 
venous blood of the pulmonary artery. 

Determination of the pressures in the pul- 
monary circulation has for many years been 
a matter of speculation rather than measure- 
ment. With the catheter one can measure 
this pressure and confirm clinical diagnos- 
tic impressions of pulmonary hypertension. 
This is of value in diagnostic studies on pa- 
tients with unusual and bizarre forms of 
pulmonary disease, and particularly in pa- 
tients with suspected cor pulmonale. 

The increasing frequency of operative pro- 
cedures to alleviate mitral stenosis has dem- 
onstrated the inadqeuacy of the usual clinical 
diagnostic methods in many situations. Now, 
for instance, the application of hydraulic 
formulas to the pressure and flow data ob- 
tained by cardiac catheterization makes it 
possible to determine, with a reasonable de- 
gree of accuracy, the cross-sectional area or 
opening of the mitral valve. Normally, this 
is several square centimeters, but in patients 
with severe mitral stenosis it is usually less 
than 1 square cm. The method, therefore, of- 
fers much not only in the selection of pa- 
tients for operative procedures, but also in 
the postoperative evaluation of the success 
of such operations. 

There has been considerable discussion re- 
garding the dangers of cardiac catheteriza- 
tion. If carried out with proper care and 
with caution in selection of the patients to 
be studied, this procedure can be done with 
little risk. Recent compilation of a large 
group of over 5,000 cases studied by this 
method showed the mortality to be approxi- 
mately 0.1 per cent, and in most instances 
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the difficulties that arose were in patients 
with serious underlying heart disease. While 
it is not a procedure to be undertaken lightly, 
its diagnostic value in selected patients would 
certainly appear to outweigh these potential 
difficulties. 

Angiocardiography 

Angiocardiography is a method of visualiz- 
ing the heart and great vessels by the injec- 
tion of contrast media into the vascular sys- 
tem. The usual materials are radiopaque so- 
lutions containing iodine. They are rapidly 
injected into the vascular system through a 
large caliber needle or a short length of cath- 
eter with a large lumen. Injections through 
a cardiac catheter of the usual sort is not 
feasible because of its small lumen and the 
potential dangers of injection directly into 
the heart. During the few seconds following 
injection, rapid serial films of the heart and 
great vessels are taken in order to follow the 
passage of the contrast material. This can 
be done by one or several methods. There are 
simple mechanical casette changers that ra- 
pidly place the casette containing the x-ray 
film in proper position and allow for as many 
as two films to be taken each second. This 
is continued for the 10 seconds or so that is 
required for the material to traverse the 
right side of the heart, pulmonary circuit, 
left side of the heart, and aorta. More re- 
cently, attempts have been made to photo- 
graph even more exposures per second, 
reaching a peak in methods that utilize a mo- 
tion picture camera and essentially produce 
a motion picture of the contrast medium 
passing through the circulation. There are 
so many technical difficulties with the mo- 
tion picture method that it has not achieved 
widespread use. The recent development of 
fluoroscopic amplification systems based on 
the television principle makes this motion 
picture method of recording a much more 
simple and interesting possibility. 

In contrast to cardiac catheterization, the 
information provided by angiocardiography 
is more static, revealing the path and, there- 
fore, the structure followed by blood rather 
than the dynamics of flow. It is particularly 
useful where there is some impingement on 
the normal path, coarctation of the aorta be- 
ing an excellent example. Here a strictly ana- 
tomic view is presented, providing the sur- 
geon with exact knowledge regarding the 
location and extent of the lesion. 
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Because the venous blood is first mixed 
with the contrast material, any shunting 
from the right to left side of the heart shows 
up well with this procedure; whereas, left to 
right shunting is poorly visualized. There- 
fore, it is more useful in the diagnosis of ab- 
normal communications of the right ventricle 
into the aorta than it is for the diagnosis of 
interventricular or atria] septal defects. 

In many ways the most useful place for 
angiocardiography is in the differential di- 
agnosis of mediastinal masses. The thoracic 
surgeon is frequently faced with the dif- 
ferential diagnosis of an intrathoracic mass. 
Is it vascular—that is, an aneurysm—or is 
it a solid tumor arising from some nonvas- 
cular source? Angiocardiography usually 
gives a definitive answer. Aneurysms of the 
aorta usually are visualized with the contrast 
material, the exception being that the areas 
of laminated clot may be so extensive as to 
create the impression of a nonvascular le- 
sion. This condition is fortunately rare and, 
in general, the method is highly satisfactory. 
Furtheremore, in certain instances of carcin- 
oma of the lung it has been noted by angio- 
cardiography that the tumor area is actually 
avascular, a useful diagnostic point. 

Although the basic principles involved in 
angiocardiography are simple, it is technic- 
ally somewhat tricky, and some degree of 
practice by the team doing the procedure and 
smooth running of the equipment is abso- 
lutely essential for good results. There are 
no really satisfactory figures regarding the 
mortality, but the method is one of definite 
though limited danger. Proper selection of 
the patients and care in testing for iodine 
sensitivity are imperative. At best, the pro- 
cedure is highly uncomfortable for almost 
all patients, but the discomfort is usually of 
short duration. 


Summary 


It can be stated that cardiac catheteriza- 
tion and angiocardiography are tools of 
great diagnostic value in a limited number 
of difficult clinical problems. Both, particu- 
larly catheterization, have been and will con- 
tinue to be extremely useful research tools 
in the development of modern concepts of 
circulatory function. The diagnostic infor- 
mation derived from cardiac catheterization 
is, in general, physiologic, whereas that de- 
rived from angiocardiography is more ana- 
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tomic. In situations where there is shunting 
of blood through a septal defect, cardiac 
catheterization is more effective when the 
shunt is from left to right, while angiocardi- 
ography demonstrates right to left shunts 
with greater ease. In difficult problems both 
procedures in combination may be employed. 
Fortunately, the traditional methods of his- 
tory and physical examinations, plus the 
usual laboratory procedures, are enough to 
diagnose adequately most cardiac defects. 


FUNDAMENTAL CONCEPTS IN THE 
TREATMENT OF ALLERGIC DISEASE 


JOHN M. PAINTER, M.D., F.A.C.A. 
KENT, OHIO 


The solution of clinical problems in allergy 
is dependent on a recognition of the fact that 
an altered immunologic response is present. 
The multiplicity of symptoms seen in many 
cases may confuse the physician and distract 
him from an awareness of the mechanisms 
involved. Often he resorts to futile sympto- 
matic treatment without making an adequate 
attack on the etiology of the condition. 

Six concepts which are fundamental to a 
sound program for the management of al- 
lergic conditions are listed below. The appli- 
cation of these concepts in each individual 
case will enable the physician to solve many 
of the problems of hypersensitivity which he 
encounters. 

1. Allergic people are those who are in- 
herently capable of abnormal immunologic 
reactions to normal environmental factors. 
The ability to develop immunity is essential 
to the preservation of our biologic integrity, 
but it is present to varying degrees in dif- 
ferent individuals. At one end of the scale 
are those anergic individuals who show little 
or no immunologic response, and at the op- 
posite end are those over-responsive patients 
who show clinical symptoms of allergy. In 
the latter group the abnormal response may 
be (1) quantitative, with the formation of 
an unusual number of antibodies, or (2) 
qualitative, with the formation of abnormal 
antibodies capable of uniting with or being 
bound by the affected receptor cell. In the 
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allergic person tissues containing the cell- 
bound antibodies are the shock organs, In 
non-allergic people antibodies are stored in 
the serum and subcutaneous tissues. 

Sensitization is possible even in relatively 
non-reactive individuals if the exposure is 
sufficiently prolonged or the agent suffic- 
iently antigenic—as, for example, poison ivy 
or benzol. It has been shown also that varia- 
tions in reactivity occur in cells which have 
not been previously sensitized. 

2. Allergic people become sensitive to 
those agents to which they are exposed in the 
greatest quantity and for the longest period 
of time. Of the air-borne inhalants, house 
dust and, in our area, ragweed pollen are 
prevalant in the greatest quantity and for 
the longest time, and hence are the ones most 
likely to produce sensitivity. Frequently the 
patient’s statement that he can’t be sensi- 
tive to citrus fruit (or some other food) be- 
cause he eats it every day will give us a 
clue to the antigenic agents involved by 
pointing out the materials to which he has 
had the heaviest and most prolonged ex- 
posure, 

3. Symptoms are usually the cumulative 
response to several sensitivities (fig. 1). The 
degree of these individual sensitivities de- 
pends on (1) the antigenicity of the agent 
involved, and (2) the amount of material to 
which the patient is exposed, as well as the 
duration of the exposure. Each of the sensi- 
tivities in operation at any given time, how- 
ever, contributes to the individual’s total de- 
gree of sensitivity, which determines his 
symptomatic response. Each allergic patient 
possesses a critical level of sensitivity at 
which he responds with symptoms. Only 
when his own “critical sensitivity level’ is 
reached or exceeded will symptoms appear. 

The antigenic materials contributing to 
each individual’s sensitivity are best identi- 
fied by the history, and only secondarily by 
such procedures as skin tests and elimination 
diets. Once the allergenic materials have 
been identified, the patient should be in- 
structed to avoid them, so far as possible. 
Desensitization is undertaken only when the 
total degree of exposure to all allergens can- 
not be held at a level well below the indi- 
vidual’s critical sensitivity level, and only 
those antigenic agents which cannot be 
avoided are included in the desensitization 
program. 
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4. Clinical symptoms usually involve the 
skin first, and then the eyes, nose, throat, 
trachea, bronchial tree, and alveoli, in that 
order. Gastrointestinal symptoms occur most 
frequently early and late in life, and vascu- 
lar symptoms in later life. The progression 
from one site to another may be slow or 
rapid, and in some patients clinical symp- 
toms of allergy do not have their onset until 
late in life. Symptoms may occur in several 
sites, or shock organs, simultaneously. While 
it is true that certain antigens tend to in- 
volve certain tissues more frequently than 
others, any antigen may produce symptoms 
in any tissue capable of responding as a 
shock organ. Ragweed pollen, for example, 
may produce eczema of the feet and legs. 

This concept helps the physician to iden- 
tify allergic patients early in life, and by an- 
ticipating further symptoms, to prevent 
more serious sequelae. 
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5. Symptoms, or sensitivity responses, are 
modified by age, endocrine changes, climatic 
factors, and emotional stress. 

The infant may be sensitized in utero, but 
much more commonly sensitivity develops 
only after constant re-exposure over many 
years. 

At times when major shifts in endocrine 
balance occur (at 1, 6, 12, 45, and 65 years 
of age and during or following pregnancy) 
the type, site, or manner of allergic response 
in a sensitive person is likely to undergo 
radical change. This fact has given rise to 
the erroneous concept that at those ages 
people are likely to “outgrow” their aller- 
gies. As a result, the program of allergic 
management is often withdrawn, causing 
the patient’s sensitivities to increase and 
symptoms to reappear with increased inten- 
sity in new shock organs. 

Climatic factors, which include humidity, 
temperature, and barometric pressure, may 
vary with the time of day. When the humid- 
ity is high, and respiratory effort is increased 
and air-borne antigens are concentrated 
near the ground. A rise in temperature aids 
in dispersing air-borne antigens. An increase 
in barometric pressure tends to concentrate 
air-borne particles and to increase the con- 
centration of oxygen in the air. Dr. Her- 
man Heise has found that pollen and fungus 
spores in the atmosphere, which are dis- 
persed to a height of 12,000 to 15,000 feet 
on a sunny afternoon, may be concentrated 
in the lower 800 to 1000 feet between 3 and 
4 A.M. 

The critical level of response to antigens 
may be raised temporarily by emotional 
stress, but when such stress is continued the 
critical sensitivity level is usually lowered. 
This pattern of response to stress is simi- 
lar to that described in Selye’s general adap- 
tation theory. Many patients have symptoms 
only when they are emotionally exhausted. 

Knowledge concerning the factors modify- 
ing sensitivity responses may enable us to 
anticipate situations which may call for ex- 
tra precaution. Any one of these modifying 
factors may be important enough at a given 
time to prevent or produce clinical symptoms. 

6. Repeated attacks of clinical allergy 
lower the critical sensitivity level of re- 
sponse, so that subsequent exposures to an- 
tigens result in more severe symptoms. Dur- 
ing the ragweed season, for example, symp- 
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toms increase in severity after two to four 
weeks, though the pollen count is receding 
at this time. Thus it is important to avoid 
continued and prolonged exposure to any po- 
tential antigen. It is equally important to 
relieve symptoms by whatever means are 
available. Therapeutic measures include (1) 
antihistamines for blocking the action of 
histamine, (2) aminophylline and epine- 
phrine to counteract the end effects of 
smooth muscle spasm and increased capillary 
permeability, (3) sedatives, and (4) corti- 
cotrophic hormone for blocking antibody for- 
mation and rendering the shock organ more 
resistant to reaction. 


Summary 
Six basic concepts concerning the produc- 
tion of allergic symptoms have been listed 
as a guide for the physician who is interested 
in problems of sensitivity. The application 
of these principles should be of help in the 


management of allergic patients. 


FRIEDLANDER’S MENINGITIS: 
REPORT OF A CASE COMPLICATING 
FRIEDLANDER’S PNEUMONIA 
WITH RECOVERY 


GEORGE ANDERSON, M.D. 
and 
ERNEST YOUNT, M.D. 
WINSTON-SALEM 


Meningitis due to Klebsiella pneumoniae is 
rare, accounting for less than 0.2 per cent of 
all cases of meningitis. The majority of the 
cases are due to local extension, and there 
has been previously reported only 1 case of 
meningitis secondary to Klebsiella pneu- 
monia in which the patient had an initially 
positive blood culture and then recovered"). 
The purpose of this paper is to report 
another such case and to demonstrate the 
course of Friedlander’s meningitis which de- 
veloped during hospitalization. 


Case Report 

A 50 year old white male chronic alcoholic 
was admitted to the North Carolina Baptist 
Hospital on December 18, 1952, with a two 
months’ history of chronic cough produc- 
tive of mucoid sputum. Six days prior to ad- 
From the Department of Internal Medicine, the Bowman 
Gray School of Medicine of Wake Forest College and the 
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Figure 1 


mission pleuritic pain had developed in the 
left side of the chest, accompanied by an in- 
crease in sputum which became rust-colored 
and later like currant jelly in appearance. 
Associated with this were “chilly’ sensations 
and night sweats. 

Physical examination revealed a man who 
did not appear acutely ill, with a rectal tem- 
perature of 101 F., pulse 94, respiration 24, 
blood pressure 132 systolic, 74 diastolic. Pos- 
itive physical findings were limited primar- 
ily to the left lower lung field, where there 
was dullness to percussion and coarse, moist 
rales. The liver edge was palpable 3 cm. be- 
low the right costal margin and was firm, 
smooth, and non-tender. 

Laboratory studies included a urinalysis 
which was negative. The hemoglobin was 
11 Gm. and the white cell count 10,800. The 
differential picture showed 63 per cent seg- 


mented neutrophils, 13 per cent nonseg- 
mented neutrophils, 1 per cent eosinophils, 
16 per cent lymphocytes, and 7 per cent mon- 
ocytes. A roentgen examination of the chest 
revealed a mottled infiltration in the left 
lower lung field, with fluid in the costro- 
phrenic sinus. A sputum culture showed K. 
pneumoniae. Liver function studies were 
compatible with Laennec’s cirrhosis. 
During the course of hospitalization the 
patient began to have a severe, throbbing 
frontal headache followed by a shaking chill 
and an elevation of temperature to 105 F. 
This was not associated with any change in 
the pulmonary findings, but the patient did 
evidence marked nuchal rigidity. An exami- 
nation of the spinal fluid revealed an open- 
ing pressure of 250 mm. The fluid was 
cloudy, with a cell count of 4,800 consisting 
predominantly of segmented neutrophils. 
Cultures taken simultaneously from the blood 
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and the spinal fluid were positive for K. 
pnheum oniae, 

Therapy was immediately begun with di- 
hydrostreptomycin, penicillin, and sulfadia- 
zine as indicated in the graphic chart. Twen- 
ty-four hours after the onset of therapy the 
spinal fluid was again examined, at which 
time the cell count was 15,900 and contained 
93 per cent segmented neutrophils. Again K. 
pneumoniae was demonstrated by culture. 
Intrathecal streptomycin therapy was insti- 
tuted, and the procedure was repeated on 
four occasions at 48 hour intervals. Forty- 
eight hours after starting this treatment, 
the spinal fluid was clear, and there were 
only 54 cells, which were primarily mono- 
nuclear. This and a subsequent spinal fluid 
culture failed to grow K. pneumoniae. 

The patient’s pulmonary disease was ad- 
ditionally treated with aerosol streptomycin 
and postural drainage after the meningitis 
had subsided. Bronchoscopy with bronchog- 
raphy was carried out on the twenty-ninth 
hospital day, revealing incomplete filling of 
the bronchial tree supplying all the basal 
segments of the left lower lobe. Following 
this procedure the patient’s temperature 
rose to 104 F. accompanied by an increase in 
cough and production of sputum. A culture 
of the sputum was negative for K. pneumon- 
iae. Aureomycin was given with an excellent 
response, 

At the time of the patient’s discharge from 
the hospital there still remained atelectasis 
of the left lower lobe; however, the use of 
an expectorant and postural drainage was 
continued at home, and follow-up chest film 
made one month after discharge showed 
complete clearing. Cultures from the throat 
and sputum have since failed to grow K. 
pneumoniae, 

Comment 

The rarity of Friedlinder’s meningitis is 
demonstrated by reviews of 6,051 cases of 
meningitis of which only 11 were due to K. 
pneumoniae), 


The portal of entry for the organism in 
over 50 per cent of the cases is found to be 
otorhinolaryngologic, the primary focus us- 
ually being the middle ear, mastoid, and par- 
anasal sinuses, followed less frequently by 
wounds and neurosurgical procedures“), 
Thompson and others, in reviewing the 
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literature, found the primary focus in the 
lower respiratory tract in only 10 of 119 
cases, and of these only one patient recov- 
ered. Our case is of interest in that it appears 
to be the second reported case of Friedlan- 
der’s meningitis occurring after K. pneu- 
monia with an initially positive blood culture 
in which the patient recovered. The poor 
prognosis in these cases is apparently due to 
the rapid dissemination of the organism by 
invasion of the general circulation. This may 
produce extensive suppuration prior to the 
institution of adequate therapy. The fact 
that this patient incurred meningitis while 
hospitalized provided an opportunity to ob- 
serve the natural onset of the disease and 
institute therapy early enough to prevent 
a fatality. 

Debilitating diseases of various types have 
been known to predispose to Friedlander’s 
pneumonia. These may include acute and 
chronic alcoholism, cirrhosis, bronchiectasis, 
carcinoma, tuberculosis, and senility'?**). 
There is also reported a striking correlation 
of K. pneumoniae meningitis with diabetes 
situation which prob- 
ably allows increased virulence of the or- 
ganism because of the hyperglycemia pres- 
sent''445), In our case, a history of chronic 
alcoholism was obtained, and liver function 
studies were compatible with Laennec’s cir- 
rhosis. 

Identification of K. pneumoniae is fre- 
quently difficult because of the cultural and 
immunologic similarities of this organism 
with A. aerogenes, coliform organisms, and 
pneumococci. The difficulty in establishing 
definitive bacteriologic diagnosis has been 
reported previously ‘*’. The appearance of 
petechiae in Friedlander’s infections may 
lead to the mistaken diagnosis of meningo- 
coccemia. Because of the presence of specific 
carbohydrate substances within the capsule 
of the organism, it has been possible to sep- 
arate K. pneumoniae into several well de- 
fined immunologic groups, and antisera for 
the two most common of these, types A and 
B, are usually available for typing. In this 
respect there is a striking parallelism to the 
pneumococcus, as well as a close resemblance 
to it on direct smear. An attempt to type the 
organism, cultured in our case with types 
A and B antisera, was unsuccessful; how- 
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ever, intraperitoneal inoculation into a 
mouse of 0.1 cc. of a suspension of 900,000,- 
000 organisms per cubic centimeter resulted 
in its death within 18 hours, a result not ob- 
tainable with coliform organisms or A. 
aerogenes. 

Prior to the advent of the sulfonamides, 
meningitis due to K. pneumoniae was almost 
invariably fatal‘*>*>); however, the use of 
these drugs, especially sulfadiazine, has con- 
siderably improved the prognosis. 

Although the K. pneumoniae organism is 
quite sensitive to streptomycin in vitro, re- 
sistance may be increased 4 to 8 times in the 
presence of blood or serum''’. The intra- 
thecal administration of streptomycin is not 
generally advocated, but it was our feeling 
that the poor prognosis in this patient jus- 
tified the procedure. 

Aureomycin, chloramphenicol, and Ter- 
ramycin have been shown to be highly ef- 
fective against the organism in vitro; how- 
ever, one must await further in vivo studies 
before a proper evaluation of these drugs 
can be made’). Penicillin has been found 
to be of little value as a therapeutic agent 
against K. pneumoniae infections *?. 


Summary 


A case of K. pneumoniae meningitis com- 
plicating Klebsiella pneumonia, with an 
initially positive blood and spinal fluid cul- 
ture and subsequent recovery, is reported. 
Only one such patient who survived had been 
reported prior to 1952. - 


The bacteriologic and therapeutic charac- 
teristics of the organism have been dis- 


cussed. 
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New Therapeutic Agent for Systemic 
Fungus Infections 


Blastomycosis, when disseminated systemically, 
has been fatal in at least 8 out of 10 patients. This 
high death rate is common to systemic fungus dis- 
eases. 

New hope for the patient is now available with 
the release of an important new therapeutic agent. 
Two cases of blastomycosis (J.A.M.A. 146:1317, 
1951) showed immediate response to Stilbamidine, 
as reported about two years ago. More recently, 
Stilbamidine has been used for the first time in 
treating a resistant case of actinomycosis (J.A.M.A. 
150:35, 1952). Response was prompt. 

Stilbamidine is one of the diamidine drug series. 
It has been widely studied in leishmaniasis (kala- 
azar) and trypanosomiasis. Stilbamidine has been 
used as a palliative treatment of multiple myeloma; 
however, dramatic relief of bone pain is only tem- 
porary and the prognosis is not influenced. 

Like streptomycin, the drug has an affinity for 
a cranial nerve. Trigeminal involvement may occur, 
so the patient and physician should be alert to this 
possible side effect. Stilbamidine solutions are un- 
stable when exposed to ultraviolet light, and only 
freshly prepared and protected solutions should be 
injected. 

Stilbamidine is available from The Wm. S. Mer- 
rell Company in ampuls containing 150 mg. Stil- 
bamidine isethionate sterile powder. The dose should 
be diluted in 200 cc. of sterile 5% dextrose injection 
or isotonic sodium chloride solution. The suggested 
dose is 150 mg. Stilbamidine, given intravenously 
by continuous slow drip, and should be repeated 
every 24 to 48 hours. It may be advisable to begin 
therapy with 50 mg. Stilbamidine and increase the 
second dose to 100 mg. The third and subsequent 
doses of 150 mg. Stilbamidine are given until a 
course of about 15 injections is completed. 

The drug has now been released to the medical 
profession. For detailed information on Stilbamidine 
write The Wm. S. Merrell Company, Department 
of Professional Service, Cincinnati 15, Ohio. 


Aphasia—It is extremely important, in cases of 
aphasia, for the physician to explain both to the 
patient and to his family the nature of aphasia and 
his inability to speak. This should be done as soon 
as the patient has recovered consciousness and 
aphasia is noted, in order that his fear of “losing 
his mind” may be allayed.—Rusk, H. A.: Chronic 
Disease in an Aging Population 33: 1346 (Dec.) 
1950. 
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THE SOUTHERN MEDICAL 
ASSOCIATION 
The forty-seventh annual session of the 
Southern Medical Association, held in At- 
lanta October 26-29, attracted about 4,000 
members and visitors, and was one of the 
most successful it has yet held. 


North Carolina can well take pride in the 
showing made by her doctors. The first 
award for the scientific exhibits was given 
Dr. George T. Harrell of Bowman Gray for 
his exhibit, “Cellular Changes of Sodium and 
Potassium in Man.” Three North Carolin- 
ians were chairmen of sections: Drs. George 
Harrell and David Cayer of Winston-Salem 
were chairmen of the Sections on Medicine 
and Gastroenterology respectively. Dr. J. W. 
R. Norton, our State Health Officer, was 
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chairman of the Section on Public Health, 
and vice chairmen were Drs. J. M. Hitch of 
Raleigh (Section on Dermatology and Syph- 
ilology), R. B. Raney of Chapel Hill (Section 
on Orthopedics), and David A. Davis of 
Chapel Hill (Section on Anesthesiology). Dr. 
R. Wayne Rundles of Durham was secretary 
of the Section on Medicine, and Dr. Mac Roy 
Gasque of Pisgah Forest was secretary of 
the Section on Industrial Medicine and Sur- 
gery. Dr. F. Bayard Carter of Durham was 
president of the Southern Society of Cancer 
Cytologists, which met conjointly with the 
Southern Medical Association. 


Panel moderators from North Carolina 
were Dr. Julian M. Ruffin of Durham (‘The 
Management of Upper Gastrointestina! 
Bleeding’) and Dr. George Harrell (‘‘“Newer 
Techniques and Problems in Medical Diag- 
nosis”). Panel discussions were contributed 
by Drs. John B. Hickman and F. Gregg 
Horne of Durham, Drs. John L. Simmons 
and David A. Davis of Chapel Hill, and Dr. 
Ernest Yount of Winston-Salem. 


In addition to the three official chairmen’s 
addresses, individual papers were presented 
by Dr. George D. Wilson of Asheville, Dr. 
Ira H. Rapp of Charlotte, Drs. Eben Alexan- 
der, Courtland H. Davis, Jr., and James F. 
Donnelly of Winston-Salem, Drs. Donald D. 
Carter, William D. Shingleton, William C. 
Sealy, Albert G. Smith, Richard N. Wrenn, 
Edward 8. Whitesides, Ralph W. Coonrad, 
Charles E. Flowers, Jr., and Leon Levitt, all 
of Durham, and Drs. Leonard Palumbo, 
Robert A. Ross, and David A. Davis of 
Chapel Hill. Other North Carolinians intro- 
duced or participated in discussions of 
papers. 


Motion pictures were shown by Dr. James 
H. Cherry of Asheville (“Femoral Head 
Prothesis”) and Dr. J. Leonard Goldner of 
Duke (‘Reconstructive Surgery of the Hand 
Following Thermal Burns’). Dr. Joseph W. 
Hooper, Jr., of Wilmington had a part in 
the exhibit from the Medical College of 
Virginia on “The Technic of Pre-Sacral Air 
Study.” 


Altogether the North Carolina medical 
profession can take just pride in the show- 
ing made by its representatives. 


* 
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THAT COLLIER’S ARTICLE 


Many doctors have read with interest— 
to state it mildly—the article in the October 
30 issue of Collier’s magazine, “Why Some 
Doctors Should Be in Jail.” On the cover of 
the magazine and opposite the second page 
of the article are pictured sinister figures 
in surgical attire who are obviously involved 
in an evil conspiracy against the patient. To 
make the article seem more convincing, pic- 
tures of Dr. George Lull, secretary and gen- 
eral manager of the A.M.A., Dr. Edward J. 
McCormick, president of the A.M.A., and 
other medical leaders are given, together 
with their comments upon fee-splitting. As 
George Lull said in his ‘‘Secretary’s Letter” 
for October 30, “The way in which the sub- 
ject was presented left the false impression 
that I reviewed and approved the article, 
its title and cover illustration before publica- 
tion. The fact is that I never saw the article 
before it was published nor did any of the 
other medical leaders who were quoted in 
the story.” 

The magazine was on display at the news- 
stands during the annual conference of the 
Association of American Medical Colleges 
at Atlantic City. Dr. Edward L. Bortz, a 
former president of the American Medical 
Association, asked a number of men—some 
of whom had been in practice for 40 or 50 
years — if they had even known a case of 
ghost surgery. Not one had ever heard of 
such a case as was described by Howard 
Whitman in his article. It was, however, ad- 
mitted by all that fee-splitting was still prac- 
ticed in various parts of the country—though 
all of the group denounced it as unethical 
and dishonest. 

One reason for fee-splitting is that the 
public is conditioned to pay surgeons much 
larger fees than they are willing to pay their 
family doctors. Unfortunately some unscrup- 
ulous surgeons and some rapacious general 
practitioners take advantage of the situation 
to enter into a fee-splitting arrangement. 
Since the gap between the income of the 
general practitioner and that of the special- 
ist has been steadily narrowed until it is 
now almost imperceptible, it should not be 
necessary for a successful family doctor to 
eke out his income by such dishonesty. 

It is unfortunate that so many innocent 
physicians will have to suffer along with 
the guilty from the public suspicion which 
is inevitably aroused by the publication of 
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such an article. The real remedy, of course, 
is for all guilty ones to “cease and desist” 
from the practice. Every medical man should 
be governed by the Principles of Medical 
Ethics of the American Medical Association. 
The first two sentences of these principles 
appear every month on the masthead of the 
NORTH CAROLINA MEDICAL JOURNAL: “The 
prime object of the medical profession is 
to render service to humanity; reward or 
financial gain is a subordinate consideration. 
Whoever chooses this profession assumes 
the obligation to conduct himself in accord 
with its ideals.” 

Other pertinent Principles are: “An ethi- 
cal physician will not receive remuneration 
from patents on or the sale of surgical in- 
struments, appliances and medicines, nor 
profit from a copyright on methods or pro- 
cedures.” 

“A physician should expose, without fear 
or favor, incompetent or corrupt, dishonest 
or unethical conduct on the part of mem- 
bers of the profession.” 

“When a patient is referred by one phy- 
sician to another for consultation or for 
treatment, whether the physician in charge 
accompanies the patient or not, the giving 
or receiving of a commission by whatever 
term it may be called or under any guise or 
pretext whatsoever is unethical.” 

These and all other principles of ethics— 
medical of otherwise—are summed up in 
the rule of conduct laid down many years 
ago by the Great Physician: “Whatsoever 
ye would that men should do unto you, do 
you even so unto them.” 


ae * * 


THE GROWTH OF MEDICAL 
RESEARCH 


In Science for September 25, Kenneth M. 
Endicott and Ernest M. Allen tell of the 
amazing increase in expenditures for medical 
research since 1941. Total expenditures for 
medical research from all sources in 1941 
were 18 million dollars; in 1951, they were 
181 million—a tenfold increase. The federal 
government was a very minor contributor 
in 1941, but in 1951 provided 60 million dol- 
lars—one third of the total expenditures. 

An interesting feature of the report was 
the rapid increase in what the authors call 
“research potential” — an index based on 
“manpower, publications, advanced degrees, 
approved residencies, and other factors.” 
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North Carolina doctors will be gratified to 
know that the Bowman Gray School of Med- 
icine was one of the fourteen medical schools 
moving up most rapidly in research poten- 
tial. Between 1944 and 1950 Bowman Gray 
advanced eleven places in rank order. 


It was gratifying to read the following 
statement concerning the government’s pol- 
icy in administering the grants: 

“Those who established the seco believed 
that maximum progress can be achieved only if the 
scientists enjoy freedom to experiment without di- 
rection or interference, and they drew up policies 
and procedures accordingly. The decision as to 
which applications are approved rests with commit- 
tees of non-Government scientists, who serve also 
to develop policies designed to meet changing needs. 
The investigator works on problems of his own 
choosing and is not obligated to adhere to a pre- 
conceived plan. He is free to publish as he sees fit 
and to change his research without clearance if he 
finds new and more promising leads. He has almost 
complete budget freedom as long as he uses the 
funds for research purposes and expends them in 
accordance with local institutional rules. Progress 
reports are required only once a year and are used 
chiefly as the tool for evaluation of renewal appli- 
cations. Title to equipment purchased with grant 
funds is vested in the grantee institution and re- 
mains with that institution upon termination of 
the grant. Once a grant is made, there is no direc- 
tion or interference on the part of Government.” 

It was also gratifying to know that indus- 
tries and other sources of private capital 
have markedly increased their appropria- 
tions for medical research. It would seem 
from this article that the importance of re- 
search in advancing medical knowledge is 


being more and more generally recognized. 


HELP WANTED IN BLOOD 
PRESSURE STUDY 


The letter from Dr. Arthur M. Master 
which appears below is self-explanatory. No 
doubt many of our readers know that Dr. 
Master has long been interested in estab- 
lishing a true value for the normal range of 
blood pressure in older individuals, and in 
determining the effect of obesity and other 
factors, 

Readers of the NORTH CAROLINA MEDICAL 
JOURNAL can make a real contribution to 
clinical research by responding to Dr. Mas- 
ter’s request for information. 

ok * 

To the Editor: 

As the enclosed protocol indicates, my as- 
sociates and I are engaged in a study of the 
blood pressure in people 65 and over, spon- 
sored by the New York Heart Association. 
Three weeks ago we mailed questionnaires 
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to 17,000 physicians throughout the country. 
Each physician received a letter of instruc- 
tion in filling out the questionnaires. It was 
suggested that he supply blood pressure and 
other data on six cases, if possible. Thus 
far the number of responses has been dis- 
appointingly small. Although we realize that 
a relatively short time has elapsed since the 
questionnaires were sent out, we are afraid 
that many physicians may not appreciate 
the value of this study and the fact that it 
must fail unless they give full cooperation. 


In order to bring these facts to the atten- 
tion of the medical profession, we would ap- 
preciate it if you could find space in your 
journal to present the project, either edi- 
torially or in a special announcement, and 
to urge the support of physicians. Filling 
out the questionnaires does not require much 
time and many physicians will, we hope, 
take the trouble to do so if they understand 
the importance of their cooperation. Ques- 
tionnaires have béen sent to only about one 
in ten physicians. We hope that others will 
be interested; if they send a postcard to 
“BLOOD PRESSURE STUDY,” 11 East 
100th Street, New York 29, N. Y., the ques- 


tionnaires will be forwarded to them. 


ARTHUR M. MASTER, M.D. 
Director, Blood Pressure Study 
Under Auspices of New York 
Heart Association 

* * 


AN APPROPRIATE CHOICE 


The Medical Society of the State of North 
Carolina chose well in nominating Dr. Oscar 
L. Miller for the 1953 President’s Award 
to the physician contributing most to physi- 
cal and vocational rehabilitation. The formal 
presentation of Dr. Miller was made on be- 
half of the Society at the meeting of the 
Seventh District Medical Society on October 
7, at which time he received a citation from 
the President of the United States. 

A number of reasons were offered in sup- 
fort of Dr. Miller’s nomination: his record 
as a pioneer in the field of orthopedic sur- 
gery in North Carolina, his work in training 
younger men in orthopedic surgery, his love 
of humanity, and the high standards of 
professional ethics which he has maintained 
through the years. Both in private and in in- 
stitutional practice he has devoted himself 
to the welfare of the physically handicapped. 
This recognition of his distinguished service 
is well deserved. 
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NORTH CAROLINA TUBERCULOSIS 
ASSOCIATION 


NO TRUCE WITH TB 
DONALD §S. KING, M.D. 


It was Saturday afternoon on Okinawa, 
that war-famed island in the far Pacific. 
The month was February, 1952. In the au- 
ditorium of the United States Army Hos- 
pital there were gathered many Okinawans 
and Americans who were interested in the 
control of tuberculosis among the island pop- 
ulation as well as in the United States troops 
who were in contact with them. Even in 
this far-away spot there was excitement 
over news that made the headlines of the 
New York papers only a few days before. 
Science had discovered a new pill which 
made bed-ridden tuberculous patients feel 
“so simply wonderful” that they were “danc- 
ing in the corridors.” Since that day, more 
than a year has passed and some of those 
who danced are dead. 

There is no doubt, after a seven-year trial, 
that certain drugs are very helpful in treat- 
ing tuberculosis. So, for the first time in his- 
tory, we have drug treatment to add to the 
time-tried but never really satisfactory form- 
ula of “rest, fresh air, and good food,” and 
the later treatment by pneumothorax, pneu- 
moperitoneum, thoracoplasty, and surgical 
removal. By February, 1952, it had been de- 
termined that the most effective drug treat- 
ment was a combination of streptomycin and 
para-aminosalicylic acid (PAS). Then came 
the exciting new drug which is now offici- 
ally named “isoniazid” but may be referred 
to by at least half a dozen other trade names. 
As intimated above, Isoniazid has not lived 
up to the original expectations, but by itself 
it is a better drug than PAS and it is hoped 
that the combination of streptomycin and 
the pleasant Isoniazid will be as good or bet- 
ter than streptomycin plus the rather un- 
pleasant PAS. Time and much careful study 
will tell. 

But there is as yet no evidence that drug 
treatment can replace bed rest and surgery. 
It is only an extraordinarily useful addition 
to older methods of treatment. However, it 
may shorten the period of bed rest and sana- 
torium care, and it may improve the condi- 
tion of many patients sufficiently to warrant 
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an operation previously considered too dan- 
gerous. 

But there is no hope that chemotherapy is 
so effective that it will wipe out tuberculosis 
in a few years’ time and so make other ef- 
forts to control tuberculosis unnecessary. 

It is true that death rates are dropping 
rapidly in most cities in the United States, 
but it is also true that in many cities the 
drop has not continued when federal or local 
health organizations have stopped their x-ray 
surveys and other control measures. And it 
is alarmingly true that tuberculosis is still 
the first cause of death from disease in 
young adults and that there is no decrease in 
the number of active cases discovered in 
the older males. 

Therefore, there must be no slackening in 
our efforts to fight tuberculosis. We must 
still conduct x-ray surveys to find early or 
asymptomatic disease; provide facilities for 
perhaps yearly x-ray checks of large por- 
tions of the population; continue the cam- 
paign to have chest x-rays of all hospital 
admissions and all hospital personnel; con- 
tinue the support of research workers who 
are studying fundamental scientific prob- 
lems, and help provide special instruction 
in lung disease for medical students and non- 
specializing doctors. These and many other 
problems will need our constant attention. 

But someone has to provide the money 
which makes such studies possible. The 
Christmas Seal Sales have through the years 
provided the life blood for the volunteer citi- 
zens’ campaign against tuberculosis. This 
campaign will be carried on by the 3,000 tu- 
berculosis associations in the United States 
until tuberculosis is defeated. 


buyond use 
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COMING MEETINGS 


Duke Medical Symposium on Psychiatry for the 
Non-Psychiatrist—Duke University, December 1-2. 

North Carolina Sectional Meeting, American Col- 
lege of Surgeons—Charlotte, February 1, 2, and 3, 
1954. 

Public Relations Conference, Medical Society of 
the State of North Carolina—Sir Walter Hotel, Ra- 
leigh, February 12, 1954. 

University of Florida Seminar in Ophthalmology 
and Otolaryngology—Miami Beach, January 18-23. 


NEWs NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Drs. William W. Shingleton, assistant professor 
of surgery, William C. Sealy, associate professor of 
surgery, Donald D. Carter, instructor in medicine, 


John B. Hickam, associate professor of medicine, 
and F. Gregg Horne, assistant resident in anesthesi- 
ology, presented scientific papers at the Southern 
Medical Association’s annual meeting at Atlanta, 
Georgia, October 26-29. 

Dr. Roger D. Baker, professor of pathology at 
Duke and chief of pathologic services at the Veter- 
ans’ Administration Hospital here, Dr. Clarence 
Davis, assistant professor of obstetrics and gyne- 
cology, and Dr. Julian M. Ruffin, professor of medi- 
cine, discussed papers in their respective fields. 

Dr. J. Leonard Goldner, assistant professor of 
orthopedics, presented a movie on reconstructive 
surgery of the hand following burns. 

Dr. Horne also participated in a panel discussion 
on “Anesthesiology in Urology,” and Dr. Ruffin was 
moderator for a panel on the gastrointestinal tract. 

Dr. Bayard Carter, professor of obstetrics and 
gynecology, is president of the Southern Society of 
Cancer Cytology, meeting simultaneously with 
S.M.A., and Dr. R. Wayne Rundles, associate pro- 
fessor of medicine, is secretary of S.M.A.’s Section 
on Medicine. 

* * 

The third Duke Medical Town Hall, on rheumatic 
fever, was held Sunday, October 25, at 4 p.m. in the 
University’s Physics Building Auditorium. 

Speakers were Dr, Jerome S. Harris, pediatrician; 
Dr. Jack D, Myers, internist; and Dr. William C. 
Sealy, thoracic surgeon. 

* * 


A new yardstick for counting virus particles has 
immeasureably stepped up cancer research at Duke 
University. Employing an electronmicroscope, the 
new counting method already has saved Duke scien- 
tists months of work. For instance, investigations 
on 105 virus-produced cancers in chickens formerly 
took two months’ work. The same process now takes 
about 20 minutes. 

Developed by Dr. Gordon Sharp, biophysicist in 
experimental surgery at Duke Medical School, the 
new system has become “indispensable” to research- 
ers in describing some of the complex factors in- 
volved in virus cancer. 

* * 

A report on 25 years of pioneer scientific explora- 
tion into the mysteries of the mind will appear in 
a new book published this month by William Sloane 
Associates. Duke University parapsychologist Dr. 
J. B. Rhine, who has long defended his controversial 
research in extrasensory perception (ESP) against 
criticism, takes a long backward and a searching 
look forward at a field which has captured the imag- 
ination of millions. His report, “New World of the 
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Mind,” poses vital questions about the human mind 
and charts new areas of research. It is the first 
complete summation of the 25 years’ research. 

“New World of the Mind” gives an account of 
past research, current experiments, and future po- 
tentials in the world of extrasensory perception. 
Clairvoyance, telepathy, precognition, and the in- 
fluence of mind over matter are discussed in the 
light of new evidence based on scientific experiments 
with men and animals. His previous books include 
“New Frontiers of the Mind,” a Book-of-the-Month 
Club selection in 1937; and “The Reach of the Mind,” 
which has appeared in British, French, German, 
Japanese, Italian, and Danish editions. 


NORTH CAROLINA CHAPTER, AMERICAN 
COLLEGE OF CHEST PHYSICIANS 


The fourth annual meeting of the American Col- 
lege of Chest Physicians, North Carolina Chapter, 
was held in Asheville, October 16. At the afternoon 
session Dr. Harry E. Walkup of Oteen gave a re- 
view of lucite thoracoplasty, with a presentation of 
82 cases with control group; Dr. E. S. Avery and 
Dr. J. C. Wiggins, Jr., of Winston-Salem presented 
a clinicopathologic conference; and Dr. Lawrence 
A. Mucci of Asheville was moderator for an x-ray 
conference to which members and guests had been 
invited to bring interesting chest films for inter- 
pretation and discussion. A movie showing the re- 
moval of a mediastinal tumor, prepared by the sur- 
gical department at Oteen, was also presented. 

Guest speaker at the evening session was Dr. 
Otto C, Brantigan, professor of thoracic surgery at 
the University of Maryland School of Medicine, 
whose topic was mediastinal tumors. 


HOSPITAL CARE ASSOCIATION 


Some 250 doctors, hospital administrators, repre- 
sentatives of voluntary health agencies, and state 
health officials from throughout North Carolina 
were invited to attend a dinner held at the Washing- 
ton Duke Hotel, on October 30, celebrating the 
twentieth anniversary of the Hospital Care Associa- 
tion of Durham. E. A. van Steenwyk, executive di- 
rector of Associated Hospital Service of Philadel- 
phia, was the principal speaker. 

Honored guests at the anniversary program were 
the first members ever enrolled by the Hospital Care 
Association, Mr. and Mrs. Charles L. Medlin, of 
Raleigh; the first “Blue Cross Baby,” Miss Ann 
Woodard, of Chapel Hill; the president of the first 
employee-group, the Herald-Sun Papers, in Durham, 
C. C. Council. The president of the North Carolina 
Hospital Association, S. K. Hunt, of Asheville, and 
the president of the State Medical Society, Dr. Jo- 
seph A. Elliott, of Charlotte, represented the hos- 
pitals and the medical profession of the state. Spe- 
cial invitations were extended to Governor William 
B. Umstead, and all North Carolina members of 
Congress. 

The proseem reviewed the growth and develop- 
ment of the Durham Blue Cross Plan since its be- 
ginning in 1933. Hospital Care is the oldest non- 
profit, voluntary prepayment health service organi- 
zation in the state, the fourth oldest in the nation. 
During the 20 years it has been in operation the 
Durham Blue Cross Plan has paid out to the hos- 
pitals and doctors of North Carolina benefits total- 
ing more than $20,000,000. On an average, more 
than 1,000 hospital and doctor bills are now paid 
every week in the year. Payments this year will 
run over $4,000,000, 
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P. Frank Hanes of Walkertown was elected presi- 
dent of Hospital Saving Association, the Blue Cross- 
Blue Shield plan, at a meeting on October 20 of the 
board of trustees, it was announced recently. Mr. 
Hanes fills the vacancy created by the death of Rob- 
ert Lassiter, Charlotte businessman, who died last 
February 18. 

Earlier this year, Mr. Hanes retired from R. J. 
Reynolds Tobacco Company, with which he had 
been associated since 1915. 


SIXTH DISTRICT MEDICAL SOCIETY 


The meeting of the Sixth District Medical Society 
was held on October 14, at State Hospital, Butner. 
Dr. Harold B. Kernodle presided over the meeting. 
Speakers for the afternoon session were Dr. H. 
MacM. White, Dr. Joseph E. Merritt, Dr. S. P. 
Perry, and Dr. John P. Collins. For the evening ses- 
sion the speakers were Dr. Warner Wells and Dr. 
Ivan Brown, 


EIGHTH DISTRICT MEDICAL SOCIETY 


The Randolph County Medical Society was host 
to the Eighth District Medical Society at Asheboro 
on October 14. The following scientific program was 

resented: “Functional Uterine Bleeding”—Dr. Mary 
. Griffith, instructor in obstetrics and gynecology, 
Bowman Gray School of Medicine, Winston-Salem; 
“Dilemmas in the Diagnosis of Viral Infections”— 
Dr. Edward C. Curnen, head of the Department of 
Pediatrics, University of North Carolina School of 
Medicine, Chapel Hill; “Recent Advances in Blood 
Transfusion Therapy”’—Dr. Ivan W. Brown, assist- 
ant professor of surgery, Duke University School 
of Medicine, Durham; “The Management of Hepa- 
titis and Cirrhosis’—Dr. Charles M. Caravati, asso- 
ciate professor of clinical medicine, Medical College 
of Virginia, Richmond; “Diffuse Calcification of the 
Pancreas’—Dr. Chauncy McGeorge, assistant pro- 
fessor of radiology, University of Pennsylvania 
Graduate School of Medicine, Philadelphia. 

Officers of the Society are Dr. George B. John- 
ston, president; Dr. Luke W. Query, vice president; 
and Dr. C. F. Owen, Jr., secretary-treasurer. 

The Auxiliary to the Eighth District Medical So- 
ciety met simultaneously. 


EDGECOMBE-NASH MEDICAL SOCIETY 


The Edgecombe-Nash Medical Society met in 
Rocky Mount on October 14. 

Dr. Julian Brock, in charge of the scientific pro- 
gram, presented as speaker, Dr. Reno Porter, pro- 
fessor of medicine at the Medical College of Vir- 
ginia, whose subject was “The Clinical Use of Digi- 
talis Preparations.” 


FORSYTH COUNTY MEDICAL SOCIETY 
Dr. James F. Donnelly, assistant professor of 


obstetrics and gynecology of the Bowman Gray 
School of Medicine, discussed “Facts About Mater- 
nal Mortality in North Carolina” at the October 
meeting of the Forsyth County Medical Society. 


NEWS NOTES 


Dr. William A. Lambeth, Jr., has announced the 
opening of offices at 824 Nissen Building in Win- 
ston-Salem. His practice will be limited to internal 
medicine. 

+ 

Dr. Donald H. Lomax has announced the opening 
of his office for general practice at 707 Barker 
Street, Medical Arts Building, in Salisbury. 
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MEDICAL COLLEGE OF SOUTH CAROLINA 
POSTGRADUATE SEMINAR 


The Medical College of South Carolina held a post- 
graduate seminar, coinciding with the interim meet- 
ing of the South Carolina chapter of the Academy 
of General Practice and Founders’ Day, at Baruch 
Auditorium in Charleston, November 3-5. North 
Carolinians appearing on the Founders’ Day pro- 
gram on November 5 were Dr. Robert A. Ross, pro- 
fessor of obstetrics and gynecology, and Dr. Edward 
C. Curnen, professor of pediatrics, both of the Uni- 
versity of North Carolina School of Medicine. 


UNIVERSITY OF FLORIDA SEMINAR IN 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 


The eighth annual University of Florida Mid- 
winter Semindr in Ophthalmology and Otolaryngol- 
ogy will be held at the Sans Souci Hotel in Miami 
Beach the week of January 18, 1954. The lectures 
on ophthalmology will be presented on January 18, 
19 and 20, and those on otolaryngology on January 
21, 22 and 23. A midweek feature will be the mid- 
winter convention of the Florida Society of Ophthal- 
mology and Otolaryngology on Wednesday after- 
noon, January 20, to which all registrants are in- 
vited. The registrants and their wives may also at- 
tend the informal banquet at 8 p.m. on Wednesday. 
The seminar schedule permits ample time for rec- 
reation. 

The seminar lecturers on ophthalmology this year 
are Dr. W. B. Anderson, Durham, North Carolina; 
Dr. W. P. Beethem, Boston; Dr. W. C. Owens, Balti- 
more; Dr. A. B. Reese and Dr. M. C. Wheeler, both 
of New York City. Those lecturing on otolaryngol- 
ogy are Dr. E. N. Broyles, Baltimore; Dr. H. P. 
House, Los Angeles; Dr. W. J. McNally, Montreal, 
Canada; Dr. Dorothy Wolff, and Dr. D. Woodman, 
New York City. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 


Dr. Robert L. Sanders of Memphis, Tennessee, 
nationally known surgeon, was honored as recipient 
of the 1953 Honor Award given by the Mississippi 
Valley Medical Society. Dr, Sanders is professor of 
surgery at the University of Tennessee, and his 47 
years of clinical experience has “favorably influ- 
enced the conduct and prestige of many thousands 
of men of medicine.” The Honor Award is given 
from time to time to non-members of the Society 
“who have made distinguished contributions to clin- 
ical medicine.” 

Dr. Cyrus E. Burford, St. Louis, nationally known 
urologist, received the 1953 Distinguished Service 
Award given by the Mississippi Valley Medical So- 
ciety. Dr. Burford is professor of urology at St. 
Louis University and is past president of the Mis- 
souri State Medical Association, St. Louis Medical 
Society, American Urological Association, American 
Association of Genito-Urinary Surgeons, etc. The 
Distinguished Service Award is given annually to 
a member of the Society “who has rendered unusual 
and distinguished service to the medical profession.” 

The awards, comprising plaques and gold medals, 
were presented to Dr. Sanders and Dr. Burford, 
by the president of the Society, at the banquet held 
on the occasion of the eighteenth annual meeting 
of the Society, at the Abraham Lincoln Hotel, 
Springfield, Illinois, September 24. 
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AMERICAN MEDICAL WRITERS’ ASSOCIATION 


The tenth annual meeting of the American Medi- 
cal Writers’ Association, Springfield, Illinois, Sep- 
tember 23, was the best attended one to date. The 
1954 officers elected were: 

President-Elect — Lee van Antwerp, M. D., 
Chicago 

First Vice-President—W. W. Bauer, M.D., Chicago 

Second Vice-President—Stewart Wolf, M.D., Ok- 
lahoma City, Oklahoma. 

Editor—Lee van M.D., Chicago 

Accounting Officer—N. : Barwasser, M.D., Mo- 
line, Illinois 

Secretary-Treasurer — Harold Swanberg, M.D., 
Quincy, Illinois 

Board of Directors elected to serve two years: 

Charles, E. Lyght, M.D., Rahway, New Jersey 

John R. Miner, Se. D., Rochester, Minnesota 

Theodore R. Van Dellen, M.D., Chicago 

Wallace Marshall, M.D., Two Rivers, 

Dean F. Smiley, M.D., Chicago . 

Dr. Jacob E. Reisch, Springfield, Illinois, elected 
last year, is the 1954 president. 

The 1954 meeting will be held at the Hotel Sher- 
man, Chicago, September 24, during the nineteenth 
annual meeting of the Mississippi Valley Medical 
Society (September 22, 28, 24) at the same hotel. 

New regulations were adopted for the Associa- 
tion’s journalism awards. These awards are given 
annually by the Association to United States and 
Canadian medical periodicals as a result of a gift 
by Harold Swanberg, M.D., secretary of the associa- 
tion. The new regulations divide medical periodicals 
into six classifications, with an award for each 
classification, which includes the general medical 
periodicals, speciality journals, city or county medi- 
cal society bulletins, and the free journals of pharm- 
aceutical, publishing, and related companies, The 
awards are akin to the Pulitizer Prizes in Journal- 
ism given to newspapers by Columbia University 
and nominations are conducted in a similar manner. 

The same Review Committee of the Association 
which served last year will again function in 1954— 
Morris Fishbein, M.D., chairman, and Dean F. 
Smiley, M.D. of Chicago and Richard M. Hewitt, 
M.D. of Rochester, Minnesota. Nominations for the 
1954 Awards must be received by February 1, 1954. 
Regulations and nominating forms may be obtained 
from the Secretary, Harold Swanberg, M.D., W.C.U. 
Building, Quincy, Illinois. 

a * 

The American Journal of Surgery, established in 
1891, has been honored as recipient of the first 
Honor Award for Distinguished Service in Medical 
Journalism to be given by the American Medical 
Writers’ Association. The award, consisting of a 
plaque, was presented to the editor of the American 
Journal of Surgery, Dr. Thurston Scott Welton of 
Brooklyn, New York, emeritus professor of clinical 
obstetrics and gynecology, State University of New 
York, The award is presented annually “for ac- 
curacy, clarity, conciseness, and newness of infor- 
mation in articles, editorials and other material; 
for excellence of design, printing and illustrations, 
and for distinguished service to the medical pro- 
fession, “rendered by a United States or Canadian 
medical periodical.” 


Wisconsin 


AMERICAN COLLEGE OF RADIOLOGY 


Diagnostic x-ray has taken on color. An adapta- 
tion of a process developed by the Eastman Kodak 
Company, Rochester, New York, for making full 
color photographs from ordinary black and white 
negatives was described in the October American 
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Journal of Roentgenology, Radium Therapy and Nu- 
clear Medicine. 

“The process allows for expression beyond the 
latitude of purely mechanical methods and permits 
a very acceptable finished result without the loss 
of roentgenographic detail,” according to Dr. An- 
drew H. Dowdy and Dr. Louis J. Bonann. 

Dr. Dowdy is director of the department of radi- 
ology at the University of California School of 
Medicine at Los Angeles, and Dr. Bonann is asso- 
ciated with the department. 

The report said the process was developed as a 
teaching medium for the new School of Medicine 
of the University of Californial at Los Angeles. 
Brilliant colored transparencies of an x-ray pic- 
ture were desired as illustrations for the formal 
lectures on roentgenology. 


AMERICAN ACADEMY OF GENERAL PRACTICE 


The American Academy of General Practice 
makes the first official announcement of its sixth 
annual scientific assembly which will be held March 
22-25, 1954, in Public Auditorium, Cleveland, Ohio, 
by disclosing the names of such topflight men as 
Sir Alexander Fleming, Dr. Howard Rusk, and 
Dr. E. J. McCormick, who are headlining the scien- 
tific program. The entire program will be pre- 
sented by men of equal note and by leaders in the 
fields to be covered. Family doctors who have al- 
ready heard of the meeting, term it the most sig- 
nificant and interesting yet presented by the Acad- 
emy. The program itself will be fast-paced, well 
diversified, and completely applicable to daily prac- 
tice. 

A quick look at the program shows symposiums 
on peptic ulcer, tuberculosis, headache and dizzi- 
ness, and antibiotics, a live clinic on rehabilitation 
procedures, presentations on the commonly missed 
diagnoses of skin diseases, the almost forgotten 
woman — the routine multipara, and unnecessary 
gynecologic surgery, Arthritis, anemia, surgical 
problems, and recent advances in therapeutics will 
also be covered. 

A full social program is being planned for the 
wives culminating with a President’s Reception, the 
first the Academy has had, for the entire attendance. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSFCIATION 


Fall Series of “March of Medicine” 

A better look at the nation’s leading health prob- 
lems was made available to the American TV- 
viewer when the popular “March of Medicine” tele- 
vision series was resumed in October over the NBC 
network. Actual live demonstrations from leading 
medical centers are being telecast to create greater 
public awareness of the extensive research being 
carried out by the medical profession, Sponsored by 
Smith, Kline & French Laboratories and the Ameri- 
can Medical Association, the series features one 
telecast a month—in October, November and De- 
cember—over 70 NBC network stations in the United 
States and also in Ottawa, Toronto and Montreal. 

A report on the extent of research being carried 
out in various parts of the country on cancer—the 
nation’s second major health problem—was aired 
on Thursday, November 5. High lights of the 
A.M.A.’s annual clinical session in St. Louis will be 
covered in the third program December 3. The first 
telecast, broadcast October 8, featured a progress 
report on research and treatment of some types of 
heart disease—the nation’s number one health prob- 
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Voluntary Health Insurance Shows Gains 

In all parts of the country, the American people 
voluntarily increased their protection against the 
unexpected costs of hospital, surgical, and medical 
care to new heights in 1952—reports the Health 
Insurance Council in its current annual survey of 
accident and health coverage in the United States. 
The A.M.A.’s Council on Medical Service is distrib- 
uting copies of the report to medical schools, teach- 
ing hospitals, and state and county medical soci- 
eties. 

Organizations contributing data to the Insurance 
Council’s report include insurance companies, Blue 
Cross, Blue Shield, and various other independent 

lans sponsored by business and industry, employee 

enefit associations, and private group Clinics. 
* * * 
53 “Apparatus Accepted” Now Available 

Released late in October was the 1953 edition of 
“Apparatus Accepted,” a publication of the A.M.A.’s 
Council on Physical Medicine and Rehabilitation. 
This booklet lists various devices which meet the 
Council’s standards of acceptance and gives brief 
descriptions of them. Also included are the Coun- 
cil’s rules for submitting products and the minimum 
requirements set up for certain devices. Copies may 
be secured on request from the Council. 

* * * 


A.M.A. Prepares New Heart Exhibit 

Depicting graphically the pumping action of the 
heart and its valves, a new health education display 
has been created by the A.M.A.’s Bureau of Exhib- 
its for showings at fairs, expositions, and similar 
public gatherings. 

This large scale exhibit requires an extended space 
20 feet long and four to six feet in depth. If space 
is limited, it may be shown in a booth 10 feet square. 
State and county medical societies may book the 
exhibit through the Bureau. 

* + 
Laurels for A.M.A. Staff Member 

An Honor Award was presented to Dr. W. W. 
Bauer, director of A.M.A.’s Bureau of Health Edu- 
cation, for “distinguished contributions to medical 
literature” by the American Medical Writers’ Asso- 
ciation at its tenth annual convention held in Rock- 
ford, Illinois. The citation reads, in part: “In public 
health, in writing, in administration, in health edu- 
cation and in other activities you have provided 
leadership and wisdom that have been appreciated 
by many and respected by all. Public Health has 
become for you Health of the Public .. .” 


AMERICAN ACADEMY OF OPHTHALMOLOGY 


Dr. Algernon B. Reese, New York, was chosen 
president-elect of the American Academy of Oph- 
thalmology and Otolaryngology in Chicago in Oc- 
rf He will assume the presidency in January 

A native of Charlotte, North Carolina, Dr. Reese 
is clinical professor of ophthalmology at Columbia 
University College of Physicians and Surgeons and 
attending ophthalmic surgeon and pathologist at the 
Institute of Ophthalmology, both of which are as- 
sociated with the university. He received his medi- 
cal training at Harvard Medical School and the 
University of Vienna. 

Other officers elected at the meeting include 
Dr. Francis Heed Adler, Philadelphia; Theodore 
E. Walsh, St. Louis, and Dohrman Paschel, San 
Francisco, all vice presidents. Dr. Howard P. House, 
Los Angeles, retired as secretary for otolaryngology, 
and Dr. Lawrence R. Boies, Minneapolis, was elected 
to succeed him. Dr. Daniel Snydacker, Chicago, 
was made secretary for home study courses. 
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NATIONAL SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS 


For outstanding achievement and service through 
its nationwide program of employment for the 
crippled, the National Society for Crippled Children 
and Adults has been awarded the Distinguished 
Service Certificate by the President’s Committee on 
Employment of the Physically Handicapped. The 
award, which is the highest honor that can be con- 
ferred upon a cooperating group by the committee, 
was announced by Vice-Admiral Ross T. McIntire, 
chairman, for the nation’s capitol. 

Dr. William T. Sanger of Richmond, Virginia, is 
president of the National Society. Headquarters of 
the Easter Seal Society are at 11 South LaSalle, 
Street, Chicago, with Lawrence J. Linck, executive 
director. 


UNITED CEREBRAL PALSY 


Vocational rehabilitation of the adult cerebral 
palsied in the United States could stop a drain of 
$500,000,000 a year on the national economy, Karl 
K. Van Meter, of New York, national Executive Di- 
rector of United Cerebral Palsy, declared recently 
at a hearing on major health problems by the 
House of Representatives Committee on Interstate 
and Foreign Commerce. 

Speaking on behalf of the only nation-wide volun- 
tary health organization devoted exclusively to a 
united attack on cerebral palsy, Mr. Van Meter 
pointed out that there are an estimated 350,000 
adult cerebral palsied in the nation, most of whom 
have normal life expectancies. 

“Assuming that 10 per cent of the adults are self- 
supporting,” he explained, “the remainder of 315,- 
000 require at least $600 a year for their mainten- 
ance, a total of $189,000,000 a year.” 

On the other hand, if these 315,000 could be re- 
habilitated and made employable even at the rate 
of only $1,000 a year, he added, “the difference 
from an economic standpoint would be over half- 
a-billion dollars.” 


PAN AMERICAN MEDICAL ASSOCIATION 


More than 2,500 doctors and medical researchers 
from 22 nations of the Western Hemisphere will! 
exchange information on the latest developments 
in medicine, surgery, and related fields during a 16- 
day medical congress to be held in six South Ameri- 
can cities and aboard ship en route from New 
York to these ports, it was announced recently by 
Dr. Charles Crocker of San Francisco, executive 
secretary of the Pan American Medical Association. 

This 26 year old organization of doctors, which 
annually brings together leaders in all branches of 
medicine and public health will sail from New York 
January 6 with over 700 United States doctors and 
their families and associates to meet with their col- 
leagues at this year’s conference meeting-points in 
Caracas, San Juan, Ciudad Trujillo, St. Thomas and 
Havana, Dr. Crocker added. 

The schedule of scientific sessions is planned to 
include all branches of medicine and surgery as well 
as allied professions. 

Papers will be presented each morning of the 
Congress, on ship and ashore. The afternoons will 
be occupied with panel discussions, presentations 
of scientific exhibits, and the showing of sound and 
color films concerning new techniques and recent 
results of clinical and laboratory research. 

The association is a non-profit membership organ- 
ization supported by members of the medical pro- 
fession. 
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NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS 


Dr. Theodore E. Boyd of Scarsdale, New York has 
been appointed assistant director of research for 
the National Foundation for Infantile Paralysis, ac- 
cording to an announcement by Basil O’Connor, 
president of the March of Dimes organization. 

Dr. Boyd has been a member of the research de- 
partment of the National Foundation since 1947 and 
formerly served as chairman of the research depart- 
ment of the Loyola University School of Medicine 
in Chicago. His appointment comes as the National 
Foundation is developing plans for massive nation- 
wide testing of a trial polio vaccine. During his 
association with the National Foundation over the 
past six years, Dr. Boyd has helped guide the com- 
plex network of research projects financed by the 
March of Dimes which have resulted in the contem- 
plated field trials. 

(BULLETIN BOARD CONTINUED ON PAGE 592) 


Classified Advertisements 


An opening in city of twenty-five to thirty 
thousand population for young eye, ear, nose 
and throat physician. Reply to 79-HCW, P. O. 
Box 790, Raleigh, North Carolina. 


INTERNIST wishes part time employment 
and office space in Charlotte. Reply to O-RJ, 
P. O. Box 790, Raleigh, North Carolina. 


WANTED: M.D. for general practice in com- 
munity near Charlotte, N. C., serving ap- 
proximately 5,000 people. Established prac- 
tice; well equipped, spacious offices, Present 
physician called to service. Contact Mr. Col- 
lins Thompson, President, Waxhaw Men’s 
Club, Waxhaw, N. C. 


Closing Ten-Bed Clinic. FOR SALE: Excel- 
lent condition. Big Saving! Hospital Size 
Scanlon-Morris Electric Autoclave and Ten- 
Gallon Water Sterilizer; Gatch Beds; Bassi- 
netts; Jones B.M.R.; Infant Incubator; Ring 
Stands; Mayo Table; Instrument Table; Heid- 
brink Junior Anesthesia Machine; Wheel 
Stretcher; Oxygen Flow Meter; Many Surgi- 
cal and Obstetrical Instruments. Prefer to 
sell in-toto. Reply to Dr. Hilton D. Haines, 
118 S. Lawrence Street, Rockingham, N. C., 
or dial 3966 Rockingham. 


WANTED: A General Practitioner to practice 
in small town with large rural territory. Will 
rent ready furnished office and home to in- 
terested person. Write Box 346, Zebulon, N. C. 


FOR SALE—Established general practice at 
terms anyone can handle; six room office 
building fully equipped with X-ray, E.K.G., 
B.M.R., Diathermy, ete. Available at once. 
Leaving to specialize. B. I. Tart, Jr., M.D., 
110 S. William St., Goldsboro, N. C. 
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BOOK REVIEWS 


Managing Your Coronary. By William A. 
Brams, M.D., 158 pages. Price, $2.95. Phila- 
delphia: J. B. Lippincott Company, 1953. 

This small book was designed to be read by the 
layman convalescing from a myocardial infarction. 
In general the treatment of the subject is quite real- 
istic—perhaps too realistic, for some patients at 
such a time. The methods of making the diagnosis 
are covered very thoroughly, and, wisely, the author 
emphasizes that all chest pain and palpitations are 
not due to coronary occlusions. He even includes a 
differential diagnosis. 

In discussing therapy Dr. Brams emphasizes the 
fact that nature must do the healing, and his recom- 
mendations about the amount of bed rest are flex- 
ible. Some physicians, however, will object to his 
enthusiasm for anticoagulants. 

The section on the physiology of the heart is 
accurate but perhaps too detailed for the average 
layman. The author discusses with fairness the role 
of cholesterol, and stresses weight reduction in the 
program of management and prevention, He prop- 
erly emphasizes the fact that low cholesterol diets 
are at present experimental. 

The section on rehabilitation is particularly good, 
and the author goes to great lengths to peint out 
that the person who has a coronary is by no means 
always disabled. 

The book is enlivened with case reports from the 
author’s practice which are well selected for the 
most part. The illustrations by Hertha Furth are 
well done and appropriate. 

As with any therapeutic agent, this book should 
be restricted to patients who are able to benefit from 
it, and the physician should first read it to be sure 
that the author’s views are not too divergent from 
his own. 


Dynamic Psychiatry. By Louis S. London, 
M.D. Volume 1. Basic Principles. 98 pages. 
Price, $3.00. Volume 2, Desire for Crippled 
Women. 131 pages. Price, $2.50, Frustrated 
Women. 132 pages. Price, $2.00. New York: 
Corinthian Publications, Inc., 1952. 

Here are three small volumes dealing with an 
assortment of psychiatrics topics, though volumes 
two and three are concerned exclusively with sexual 
maladjustment. Since the three volumes total only 
356 pages, one wonders if such division was neces- 
sary, regardless of subject matter. 

Volume one presents some extremely interesting 
material, especially the historical background for 
present day concepts. It is taken for granted that 
the author was not attempting to cover all the basic 
principles of dynamic psychiatry in 98 pages. 

Volume two is a case — on an unusual patient 
with transvestism, One hundred pages are given 
over to the patient’s drawings and the accompany- 
ing explanations. Although each picture differs from 
the others in some details, it seems that a far small- 
er selection of drawings could have illustrated the 
main points, 

Volume three consists largely of case reports of 
very frustrated women. The sexual activities of 
these women are described in full detail. The ma- 
terial is arranged very much as it came out in an- 
alytic sessions, and historical sequence is conse- 
7 hard to follow. Nothing is said about the 

— women who had no sexual activity to talk 
about. 

It is presumed that other volumes under the title 
“Dynamic Psychiatry” are to appear, since these 
three cover only a segment of the problem. 
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Mechanisms of Urologic Disease. By David 
M. Davis, M.D., Professor of Urology Emer- 
itus, Jefferson Medical College; Visiting 
Lecturer in Urology, Graduate School of 
Medicine, University of Pennsylvania. 156 
pages. Price, $4.50. Philadelphia and Lon- 
don: W. B. Saunders Company, 1953. 

Designed to be brief, this book obviously omits 
some differential diagnoses, and devotes but little 
space to discussion of controversial matters, In- 
tended primarily as a foundation upon which to 
build an increasing knowledge of urology, it de- 
scribes the effects of altered physiologic processes 
more clearly than other works on the same subject. 

The author has presented the material in a re- 
freshingly different and helpful manner. 


Practical Dermatology. For Medical Students 
and General Practitioners. By George M. 
Lewis, M.D., F.A.C.P., Professor of Clinical 
Medicine (Dermatology), Cornell University 
Medical College; Attending Dermatologist, 

The New York Hospital; Secretary, the 

American Board of Dermatology and Syphil- 

ology. 328 pages, with 99 figures. Price, $7.50 

Philadelphia and London: W, B. Saunders 

Company, 1952. 

As the title indicates, this book is designed pri- 
marily for the medical student and general practi- 
tioner. It attempts to group the related diseases 
which help the student in the study of multiple 
dermatologic disorders. 

The description of the diseases is not verbose, 
and is correlated with excellent black and white 
photographs. This book gives the reader a good 
word description to associate with the visual image. 
Unlike many texts on dermatology, the book is not 
voluminous, and is so written that the new derma- 
tologist can easily follow the sober middle of the 
road opinion of the author. More space is devoted 
to the more common skin disorders, while the rarer 
dermatoses are either omitted or given in brief. 

A therapeutic regimen is recommended for each 
disease process, and a more comprehensive formu- 
lary is included in chapter 24, The bibliography is 
adequate for those who desire to read further and 
in more detail. 

In summary, this is a good text book for medical 
students, and one which medical practitioners will 
also find of considerable value. It should help the 
medical profession to develop a better understand- 
ing of the many disorders of the skin. 


The Surgery of Infancy and Childhood. Its 
Principles and Techniques. By Robert E, 
Gross, M.D., D.Sc., William E. Ladd, Profes- 
sor of Children’s Surgery, the Harvard Medi- 
cal School, and Chief of Surgical Service, the 
Children’s Hospital, Boston. 1,000 pages, with 
1,488 illustrations. Price, $16.00, Philadelphia 
and London: W. B, Saunders Company, 1953. 
Although this is a completely new book, it can 
be compared to the previous book on abdominal 
surgery in infancy and childhood by Ladd and Gross. 
It is written in the same style, is profusely illus- 
trated, and contains up-to-date statistics from the 
Children’s Hospital in Boston. Besides those on the 
usual abdominal conditions, there are chapters de- 
voted to the urinary tract and its various congenital 
anomalies, and also to the surgical approach to 
congenital heart disease, in which field Dr. Gross 
has contributed so largely. In addition, there are 
chapters on funnel chest, tumors of the neck and 
thorax, and bronchiectasis. There is an excellent 
discussion of the preoperative and postoperative 
care of premature as well as normal infants and 
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children. Emphasis has been placed on good anes- 
thesia and the proper use of pre-operative sedation. 

This book belongs in the library of every surgeon 
who attempts to perform any major procedures on 
children, and of the pediatrician and general prac- 
titioner, on whom the early diagnosis and post- 
operative care of surgical conditions often rests. 
There is no other available volume which can ap- 
proach this one in its complete treatment of the 
problems of pediatric surgery. 


Fool’s Haven. By C. C. Cawley. 210 pages. 
Price, $2.75. Boston, Massachusetts: House 
of Edinboro, 1953. 

This book is written in the spirit of the crusader, 
as a protest against faith-healing. Its effectiveness 
is greatly lessened by the author’s attempt to ex- 
pand material for a magazine story into a 210-page 
novel. The plot is thin and the moral, although un- 
mistakably apparent, will be questioned by many 
physicians. The hero, after his fiancee dies because 
of her mother’s refusal to permit operation for 
acute appendicitis, decides to become a lawyer in 
order to correct the evils of society. He reasoned 
that if there was some god watching people get 
hurt, he was “not caring, or at least not doing any- 
thing about it,” and that “The safest bet was to do 
all you could about it yourself, and that was what 
I intended to do.” 

The author’s immaturity ‘s evident throughout 
the book, and weakens his argument in a really 
good cause. 


Iu Memoriam 


MALCOLM H. McBRYDE, M.D, 


On July 14, 1953, death came to our friend and 
colleague, Dr. Malcolm H. McBryde of Reidsville. 

Dr. McBryde was born September 12, 1877, in 
Harnett County, North Carolina, and after attend- 
ing Little River Academy and Boston Latin School, 
Boston, Massachusetts, he entered the University of 
Richmond Medical School, completing his medical 
education in 1901. His early years of medical prac- 
tice were in Milton, North Carolina. 

He was a member of the Rockingham County 
Medical Society and the North Carolina State Medi- 
cal Society for over 50 years. During this time he 
was an outstanding general practitioner, loved and 
respected by the people of Rockingham and Caswell 
counties. He was honored by the people of this coun- 
ty in 1927 by being elected to the state Legislature. 

He was married in 1936 to Margaret Whitlock 
of Milton, a devoted and beloved teacher in the city 
schools of Reidsville, who survives him. 

He was active in his church and all religious af- 
fairs of the community, and was an ardent student 
of the Bible. His work here among the poor, al- 
though without recompense, was far more extensive 
than was generally known by his colleagues. 

In his memory, BE IT RESOLVED that we, the 
Rockingham County Medical Society, extend our 
deep and abiding sympathy to those who mourn his 
passing. 

And BE IT FURTHER RESOLVED, that a copy 
of his remembrance be given to members of his im- 
mediate family, sent to the North Carolina Medical 
Journal and incorporated in the proceedings of this 


Society. 
B. F. COZART, M.D. 
W. S. HESTER, M.D. 
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AMERICAN ACADEMY OF PEDIATRICS 


Further progress in the development of a prac- 
tical polio vaccine was reported by Dr. Jonas E. 
Salk, research professor of bacteriology at the Uni- 
versity of Pittsburgh School of Medicine, at the 
twenty-second annual meeting of the American 
Academy of Pediatrics, held in Miami on October 
9. Dr. Salk disclosed that on the basis of present 
findings “there may be several possible methods of 
producing a safe and effective vaccine against 
polio.” 

The Pittsburgh scientist, whose studies are being 
supported with March of Dimes funds from the 
National Foundation for Infantile Paralysis, re- 
vealed that an additional 474 children and adults 
have been vaccinated with several experimental vac- 
cines. The vaccines used have proved to be com- 
pletely safe and capable of stimulating the produc- 
tion of polio antibodies. 


AMERICAN ASSOCIATION OF BLOOD BANKS 


The American Association of Blood Banks elected 
the following officers for 1953-1954 as the last act 
of the business phase of its sixth annual meeting 
in Dallas, Texas: Dr. Aaron Kellner of New York, 
president; Dr. Merlin L. Trumbull of Baptist Hos-- 
pital, Memphis, Tennessee, president-elect; Dr. John 
Upton, San Francisco, vice president; Mrs. Charles 
D. Hemphill, San Francisco, treasurer; Miss Mar- 
jorie Saunders, Dallas, Texas, secretary. 

* 

Evidence that the blood platelets, little under- 
stood cells which help coagulate blood, can be 
grouped and typed like the red cells was presented 
for the first time on October 19 before the Ameri- 
ean Association of Blood Banks. 

The importance of the observation, based on more 
than 50,000 tests, lies in the fact that the four 
groups and six types so far established are some- 
times incompatible, like the four familiar red cell 
groups and the Rh and non-Rh blood types. The 
discovery is therefore regarded as offering a key 
to certain types of blood disorders hitherto impos- 
sible or difficult to understand and treat. 

The report was presented before the sixth annual 
meeting of the Association by Mario Stefanini, M.D., 
for himself and Drs. Jyota B. Chatterjea, M.D., 
Gerald I. Plitman, M.D., William Damashek, M.D., 
and Mrs. Irma B. Mednicoff, Research Assistant, 
all of the New England Medical Center and Tufts 
Medical School of Boston, Massachusetts. They em- 
phasized that their results are preliminary and must 
be checked with caution. 


INTERNATIONAL COLLEGE OF SURGEONS 


The Woman’s Auxiliary of the United States and 
Canadian sections of the International College of 
Surgeons has set aside $6,500 to be used for grants 
for surgical fellowships. 

The announcement was made by Mrs. Walter C. 
Burket of Evanston, Illinois, national president of 
the Auxiliary. 

The funds as voted by the Auxiliary’s board of 
directors will be distributed as follows: $3,000 to 
finance study abroad by an American or Canadian 
surgeon; $3,000 to finance study in the United States 
or Canada by a foreign surgeon; $500 for a senior 
medical student at the "aed of British Colum- 
bia, in Vancouver, B. 

Details of the ah will be announced later. 


NORTH CAROLINA MEDICAL JOURNAL 


November, 1953 


U. S. DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 


Public Health Service 

The appointment of Dr. Floyd S. Daft as director 
of the National Institute of Arthritis and Metabolic 
Diseases, National Institutes of Health, was an- 
nounced recently by Dr. Leonard A. Scheele, Sur- 
geon General of the Public Health Service, Depart- 
ment of Health, Education, and Welfare, 

A competitive examination for appointment of 
medical officers to the Regular Corps of the United 
States Public Health Service will be held on Febru- 
ary 2, 3, and 4, 1954. Examinations will be held at a 
number of points throughout the United States, lo- 
cated as centrally as possible in relation to the 
homes of candidates. Applications must be received 
no later than December 24, 1953. 

The Regular Corps is a commissioned officer 
corps composed of members of various medical and 
scientific professions, appointed in appropriate cate- 
gories such as medicine, dentistry, nursing, engi- 
neering, and pharmacy. 

Application forms and additional information may 
be obtained by writing to the Chief, Division of 
Commissioned Officers, Public Health Service, De- 
partment of Health, Education, and Welfare, Wash- 
ington 25, D. C. Completed application forms must 
be received in the Division of Commissioned Offi- 
cers no later than December 24, 1953, Applications 
received after that date may not be accepted and 
will be returned to the applicant. 


DEPARTMENT OF THE ARMY 


Instruction in interpersonal relationships in the 
care and management of patients will be emphasized 
in all Army Medical Service training programs, it 
has been announced by Maj. Gen. George E. Arm- 
strong, Surgeon General of the Army. 

More often referred to as the “doctor-patient re- 
lationship,” the scope of the concept within the 
Army Medical Service has been broadened to include 
all members of the medical team handling patients. 


HEALTH INSURANCE COUNCIL 


The American people voluntarily increased their 
protection against the unexpected costs of hospital, 
surgical and medical care to new record high levels 
in 1952, the Health Insurance Council reported re- 
cently in its annual survey of accident and health 
coverage in the United States. Every section of the 
country participated in the gains, the Council said. 

Cash benefits flowing from voluntary health pro- 
tection aggregated more than $2 billions in 1952, the 
Council stated in its first public estimate of these 
figures. About half this amount went to help meet 
the cost of hospitalization, and over a half billion 
dollars more went towards operations and doctors’ 
bills. Another half billion dollars represented benefit 

ayments by insurance companies replacing income 
ost due to accident or sickness. Thus voluntary 
health protection is now taking care of a substantial 
part of the nation’s health bill, the Council stated. 

Coverage in North Carolina at the end of 1952 

was as follows: 


Hospital expense ..................$1,625,000 
Surgical expense ...................... 1,516,000 
Medical expense ..... 213,000 
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Various factors during pregnancy (intestinal displacement, 
atony, inactivity) make it virtually impossible for most women 
to go through the gestation period without constipation. 


CONSTIPATION IN PREGNANCY: 
Satisfactorily controlled with Metamucil’ 


Metamucil, with its physiologic prin- 
ciples of “‘smoothage” and “‘normo- 
hydration,” is well tolerated for 
pregnancy constipation. This bland 
vegetable colloid may be used through- 
out the entire nine-month period 
without fear of forming a “‘habit’’ and 
without irritation to the mucosa. 
Greenhill’ suggests that Metamucil 
be given every other night. He also 
recommends that Metamucil be given 
in conjunction with a proper diet, 


during the lying-in period of the 
puerperium. 

Metamucil is the highly refined 
mucilloid of Plantago ovata (50%), a 
seed of the psyllium group, combined 
with dextrose (50%) as a dispersing 
agent. It is accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association. 


1. Greenhill, J. P.: Principles and Practice of 
Obstetrics, ed. 10, Philadelphia, W. B. Saunders 
Company, 1951, pp. 103-104; 311; 332, 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


Medicine: 
Alexander G. Brown, Jr., M.D. 
Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 
Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B. Parkinson, M.D. 


Orthopedics: 
Beverly B, Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S, Hurt, M.D. 
Edward G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C, Barr, M.D 


Physiotherapy: 
Liv E. Lund 


Regena Beck, M.D. 


Director: 


Charles C. Hough 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 


E. H. E. Taylor, M.D. 


J. T. Vernon, M.D. 


MENTAL DISEASES, INEBRITY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 


The three medical officers of the staff reside at the sanatorium and devote their full 


time to the care and service of the patients. 
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“‘,.. Always have the milk boiled 
SO as to render it temporarily 
sterile and prevent souring.., 
Another great advantage in using 
boiled milk is the protection af- 
forded against infection. It has 
been proven beyond question... 
that the specific poisons of typhoid 
Sever, scarlatina, and diphtheria 
are communicated through the 
agency of milk, and that these 
Specific poisons are rendered in- 
ert by heat at the boiling point.’”* 


The availability of Baker's Modi- 
fied Milk makes unnecessary the 
precautions that were exercised 
a half-century ago. When using 
Baker’s Modified Milk you can 
be sure of clean, safe milk from 
the source to your patient. 


MODIFIED MILK 


BAKER'S MODIFIED MILK 
ASSURES SAFETY 


Grade A Milk 
"s Modified Milk is made from 
1% Public Health Service Milk Code), which has 


ilk fat with 
dified by replacement of the m 
| N N FA N T FEED | N G porsche yin vegetable oils and by the addition of 


carbohydrates, vitamins and iron. 


*Cheadle—Artificial Feedin ind F Disorders of Infants, Sixth Edition (1906) 
g a ‘ood Dis s of Infants, d 


COUNCIL ON 


7S M IFIED MILK 
R S NUTRITION 
BA } 


N. C., Los Angeles, San Francisco, Sea 
Plant: East Troy, aoe 
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DID YOU KNOW? 
THAT—Pasteurization of milk in milk plants is Compliments of 


generally well-controlled and properly 
done in city milk plants throughout the 


United States. 9 
THAT—The flavor and keeping quality of milks Wachtel S; Inc. 


after pasteurization safe are not related 
to bacterial count before or after pas- 


teurization. SURGICAL 


THAT—Bacterial count in freshly pasteurized 
milk is generally below minimum re- P P I E S 
quired standards outlined in milk regula- 
tions. 


THAT—The composition and nutrient content of 
market milk shows some variations with 
locality. 


The Dairy Council 


WINSTON-SALEM & LEXINGTON 
106 N, Cherry Street 
Winston-Salem, N, C. 

BURLINGTON—DU RHA M—RALEIGH 
310 Health Center Bldg. 65 Haywood Street 
Durham, N. C. 
HIGH POINT & GREENSBORO 
105 Piedmont Bldg. 
Greensboro, N. C. 


ASHEVILLE, North Carolina 
P. O, Box 1716 Telephones 1004-1005 


WESTBROOK SANATORIUM 


jatri PAUL V. ANDERSON, M.D, 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—clectro shock, in- Medical Disecsos 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and THOMAS F. COATES, M.D, 
mental disorders and problems of eee 
addiction. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
— Brochure of Views of our 125-Acre Estate 
“ee Sent on Request 


R. H. CRYTZER, Administrator 
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SENSE Of well-being’. 


Relief of menopausal symptoms was complete 
in practically 96 per cent of patients receiving 


“Premarin” and “General tonic effects were noteworthy...”* 


“PREMARIN? in the menopause 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid. 


*Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 
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BETTER 
Birth 
Control 


Since 1934 
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OTOSCOPE- 
OPHTHALMOSCOPE 
DIAGNOSTIC SETS 


This No. 983 set includes Welch Allyn’s finest 
— the No. 110 ophthalmoscope with instant se- 
lection of clear, pinhole and slit apertures, white- 
line grid and red-free filter; the No. 216 operat- 
ing otoscope, with rotatable speculum holder and 
nylon specula in five sizes; with Welch Allyn large 
or medium battery handle in the No. 21 ‘‘San- 
dura’ case, which may be sterilized inside and out, 
and is far more compact and durable than old style 
cases. Complete No. 983 set with large handle in 
No. 21-L case, $68.50; with medium handle in 
No. 21-M case, $66.50. 


CAROLINA SURGICAL 


SUPPLY COMPANY 


RALEIGH DURHAM 
MORTH CAROLINA 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


JAMES K. Morrow, M.D. 
THOMAS E. PAINTER, M.D. 


JAMES P. KING, M.D. 
Director 


DANIEL D. Cues, M.D. 
Davin M. Wayne, M.D.* 


JAMES L. CHITWOOD, M.D. 


Medical Consultant 


* Director, Bluefield, Va., Office 518 Virginia Street, Phone 4260. 
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QUINIDINE SULFATE 
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Professional Films 
for 
Hospital Staff Conferences 
Medical Schools 
Postgraduate Refresher Courses 


State and County 
Medical Society Meetings 


A distinguished series of color films graphically demonstrating the newer 
diagnostic techniques in cancer. Sponsored jointly by the American Cancer Society 
and the National Cancer Institute of the United States Public Health Service. 


Cancer —The Problem of Early Diagnosis 

Ereast Cancer —The Problem of Early Diagnosis 

Gastrointestinal Cancer —The Problem of Early Diagnosis 

Uterine Cancer —The Problem of Early Diagnosis 

Oral Cancer — The Problem of Early Diagnosis 

Lung Cancer —The Problem of Early Diagnosis (in production for winter release) 
All are 16 mm. sound films in color 


As a service to the medical profession, showings of these and other 
teaching films in our Professional Film Loan Library will be arranged by the 
Division of the American Cancer Society in your state upon request. 


American Cancer Society, inc. 
47 Beaver Street, New York 4, New York 


| 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


® The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 
desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle ... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. .- 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia — Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hormones Vitamin Treatment Copyright 1952, Alford, Atients, 
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Message from lhe Decwlury VA bbe 


WORLD MEDICAL ASSOCIATION 


You, too, have a place in the World Medical Association 
What affects world medicine affects you. 
This is your only voice in World Medicine. 


as a civilian sician. .. you will benefit because... 


... W.M.A. promotes closer ties among 43 medical societies with 700,000 
members. 

... W.M.A. represents the interest of the medical profession at the World 
Health Organization, UNESCO, International Labor Organization and 
similar groups when there are discussions affecting medical practice. 

... W.M.A.’s surveys on “Postgraduate Medical Training,” “Social Secu- 
rity,” “Pharmaceutical Practice,” and “Hospital Practice” are typical of 
the up-to-date reports made available to you. 


as a member Va lhe armed sewices... you will benefit because... 


... W.M.A. has had a part in revising regulations that would affect you 
if you are captured by the enemy. Under current regulations (in contrast 
to those of the past) you will be protected, respected and remunerated, 
with the same allowance as the corresponding enemy personnel. 


asa sician. .. you will benefit because... 


..» W.M.A. will help you to keep in touch with medical progress through- 
out the world. 


as a member medical pufession 
anywhere tn le word... you will benefit because... 


.». W.M.A. will furnish you with letters of introduction to the secretaries 
of the National Medical Associations in any countries you intend to visit. 
... W.M.A. fosters world peace. 
W.M.A. is Approved by the American Medical Association. JOIN NOW! 


Dr. Louis H. Bauer, Secretary-Treasurer 
U. S. Committee, Inc., World Medical Association 
2 East 103rd Street, New York 29, New York 


I desire to become an individual member of the World Medical Association, United 


States Committee, Inc., and enclose check for $__mw____, my sub scription as a: 
Member —$ 10.00 a year 
Life Member — $500.00 (No further assessments) 


Sponsoring Member — $100.00 or more per year 


SIGNATURE 


ADDRESS 


(Contributions are deductible for income tax purposes) 
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REHABILITATION FOR THE ALCOHOLIC 


The alcoholic’s chief interest is the next drink 
even though he is physically sick, nervous, appre- 
hensive and badly in need of treatment. 

It is only when he realizes that he can no 
longer control his drinking and appeals to his 
family physician for help that he makes the first 
step toward recovery. 

Upon referral to The Keeley Institute for spe- 


cialized treatment, he is admitted on a voluntary 
basis, even though intoxicated. With pleasant 


THE 


447 West Washington Street 


Greensboro, North Carolina 


techniques and individual medical care, he is man- 
aged through the acute stages of intoxication. 
After the craving or dependence on alcohol is 
relieved, self confidence is progressively restored. 
The patient is encouraged to participate in group 
activities and recreation on the spacious Keeley 
grounds. Unobtrusive supervision by trained 
nurses is provided as needed. 

Re-education on alcohol and alcoholism is essen- 
tial as therapy is aimed at physical and mental 
rehabilitation. 


INSTITUTE 


Telephone 2-4413 


Registered with the Council on Education and Hospitals of American Medical Association. 
Member American Hospital Association. Member North Carolina Hospital Association. 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


RAYTHEON RADAR 
MICROTHERM 
— The Modern Diathermy 


RAYTHEON Radar Microtherm offers you the modern microwave 
method of precision heat application. 
MICROTHERM operates at 2450 megacycles, as contrasted with 
the highest television range of 920 megacycles, hence TV inter- 
ference is avoided. 
MICROTHERM provides penetrating energy for deep heating— 
dosage may be accurately timed. 
MICROTHERM is safe as well as quick, easy to apply as well as 
clinically efficient, 

Ask for a demonstration 


Powers and Anderson of North Carolina, Inc. 


58-60 BURKE STREET 
WINSTON-SALEM, NORTH CAROLINA 
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ACCIDENT . HOSPITAL e SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 


SURGEONS 
DENTISTS 


PREMIUMS 
COME FROM 


60 TO 


$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly ind ity, ident and sick $75 weekly ind ity, ident and sick 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 


$50 weekly ind ity, ident and sick $100 weekly ind ity, ident and sick 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Triple Quadruple 
60 days in Hospital... = 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home __ cease _. 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital... 5.00 0.00 15.00 20.00 
Operating Room in Hospital rs 10.00 20.00 30.00 40.00 
Anesthetic in Hospital aa ; 10.00 20.00 30.00 40.00 
X-Ray in Hospital 10.00 20.00 30 00 40.00 
Medicines in Hospital : 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital 10.00 20.00 30.00 40.00 
COSTS (Quarterly) 
Adult 2.50 5.00 7.50 10.00 
Child to age 19 ceniptamenauiealiaatnasia tains 1.50 3.00 4.50 600 
Child over age 19 2.50 5.00 7.50 10.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 , 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIM 
51 years under the same management 
400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 


$200,000.00 deposited with State of Nebraska for protection of our members 


BRAWNER’S SANITTARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 


Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


ALBERT F. BRAWNER.,. M. D. 


REGIDENT SUPERINTENDENT 


Jas. N. BRAWNER.,. JR., M. D. 


ASSISTANT DIRECTOR AND 
SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 


Jas. N. BRAWNER, M. D. 
MEDICAL DIRECTOR 
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This is how Chic Young, ihe cartoonist, makes a first rough sketch for the Senees strip. 


aT Acc 


I 


Mice WE Gow’ Ave YOU A 
_ To Wee WITH Wun | 


wwe UA 
in 


Gon 4 


if HOW ARE WE GOING 
TO SAVE MONEY ? 


After this, the pencil rendering is carefully inked in, as you see here. 


STEP BY STEP... 


that’s the way it’s don 


S YOU CAN SEE, Chic Young, who draws 

the popular “Blondie” comic strip, 

goes through many steps to arrive at a 
finished cartoon. 

And, cartoonist Chic Young, together 
with millions of other smart Americans, 
will tell you that the step-by-step method 
is the easiest, surest way of doing any- 
thing worth while. 

Particularly, saving money. 
One of the easiest and surest ways to 


AUTOMATIC SAVING IS SURE SAVING—U.S. SAVINGS BONDS 


'VE TOLD YOU A MILLION 4 
TIMES... WITH U.S. SAVINGS 


FOR EVERY 3.29 IN JUST 
TEN YEARS! 


e successfully! 


set aside any worth while amount of 
money is to buy United States Savings 
Bonds the step-by-step method— 

So set aside a regular amount week after 
week, month after month, year after year. 
Then in 10 short years you will have a 
mighty nice nest egg tucked away for you 
and your family. 


Get started now. Get your Bonds through 
Payroll Savings or at your bank or 
post office. 


| ) 

| | 

| Then when each panel in c strip meets his approval, he makes a careful pencil rendering as above. | 
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Dilaudid hydrochloride 


(dihydromorphinone hydrochloride) 


COUNCIL ACCEPTED 


Powerful opiate analgesic - dose, 1/32 grain to 1/20 grain. 
Potent cough sedative - dose, 1/128 grain to 1/64 grain. 
Readily soluble, quick acting. 


Side effects, such as nausea and constipation, seem less 
likely to occur. 


An opiate, has addictive properties. 


Dependable for relief of pain and cough, not administered 
for hypnosis. 


@ Dilaudid is subject to Federal narcotic regulations. Dilaudid, Trade Mark Biihuber, 


. 


HIGHLAND HOSPITAL, Ine. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


/ 
Ae AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—Insulin, electro- 
shock, psychotherapy, occupctional and recreational 
therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology 
and Psychiatry 
Associate Medical Direcror 


Ditaug/4 
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GLENWOOD PARK SANITORIUM 


Founded by 
W.C. ASHWORTH, 
M. 


GREENSBORO, 


Established in 1904 and continuously operated since that date for 
the medical treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. : 
WorTH WILLIAMS, Business Manager R. M. BUIE, JR., Medical Director 


Address: GLENWOOD PARK SANITORIUM, Greensboro, N. C. 
Telephone: 2:0614 


Patronize 


Your 


Th EXCEPTIONAL 
ompson CHILDREN 


Homestead Year round private Advertisers 
home and school for 
School infants, children and 
adults on pleasant 

250 acre farm near Charlottesville. 


Write for booklet. 
Mrs. J. BAScoM THOMPSON, Principal 


| FREE UNION _ VIRGINIA 
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believes 
there is no substitute for 


“KNOW-HOW” 


Vly Lal opouly 
the scientific requirements for 
correct sleeping posture, health- 
ful sleeping comfort, That’s why 
Sealy enlisted the judgment and 
skill of members of the medical 
profession itself in developing 
the “world’s largest selling mat- 
tress designed in cooperation 
with leading Orthopedic Surgeons” .. . the superb 
Sealy Posturepedic Mattress. The spine-on-a-line 
support, the relaxing resiliency of this finer, firmer 
mattress merit your early attention, 


Figure problems ~ 
resulting from 
surgery or pregnancy = 
can be solved naturally, 


comfortably by prescribing PO T L R D é 


Cordelia bras. They’re created 
ysician’s requirements, 
to meet the physic 1 i innerspring sttenue 
and the personal comfort of 
the patient... assuring healthful, 


corrective support. Write for x PROFESSIONAL DISCOUNT 


descriptive catalog and store listings. 2 


*To acquaint physicians everywhere 
with the exclusive features of this 
mattress, Sealy offers a special pro- 
fessional discount on the purchase of 
the Sealy Posturepedic for the doc- 
tor’s personal use only. Now doctors 
may discover for themselves, AT SUB- 
STANTIAL SAVINGS, the superior 
support, the luxurious comfort of the 

Aowcansto Sealy Posturepedic. See coupon below 
for details. 


SEALY Has FREE Reprints 
of the booklets named in the coupon 
below and will be happy to forward 
you quantities for use in your office. 


Gentlemen: Please send me 
without charge: 
Copies of “The Orthopedic Surgeon Looks 
at Your Mattress” 
; Copies of “A Surgeon Looks at Your 
: Child’s Mattress” 
3107 Beverly Blvd., Los Angeles H Please send free information on profes- 
California's leading creator sional discount 
- of scientifically designed Surgical, Corrective — H NAME 


and fashion brassieres. 
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TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We'll do 
_ our best to help you — and 
there’s no obligation on your 


1011 
J.L.CRUMPTON part. 


: dy i J THIS IS THE ACCIDENT AND HEALTH 


PLAN ESTABLISHED BY THE STATE 
bs SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Aecident and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 


$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 

5,000.00 15,000.00 75.00 weekly 131.00 66.00 

5,000.00 20,000.00 100.00 weekly 172.00 86.50 
($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mer. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


| 
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drug habituation. 


WM. RAY GRIFFIN, M.D. 


APPALACHIAN HALL 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 


Appalachian Hall {s located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


APPALACHIAN HALL, ASHEVILLE, N. C. 


Asheville, North Carolina 
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ADRENALIN is available as ADRENALIN 
CHLORIDE SOLUTION 1:1000, ADRENALIN 
CHLORIDE SOLUTION 1:100, ADRENALIN 
IN OIL 1:500, ADRENALIN OINTMENT 
1:1000, ADRENALIN SUPPOSITORIES 1:1000, 
ADRENALIN HYPODERMIC TABLETS 3/200 
grain, and in a variety of other forms to meet 
medical and surgical requirements. 
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SOLUTION 


... ADRENALIN 


Introduced to the medical profession by the 
Parke-Davis Research Laboratories in 1901, 
ADRENALIN (epinephrine, Parke-Davis) is one of the 
best known and most widely used of all drugs. Its value 

and versatility are indicated by its wide application — 
In Medicine, ADRENALIN is a standby for relieving 
asthmatic paroxysms. It is a specific in Adams-Stokes 
syndrome, and is of great value for protein shock, 
nitritoid crises, serum sickness, urticaria, angioneurotic 
edema, and other allergic reactions. 


In Surgery, ADRENALIN is employed to prolong local 
anesthesia by delaying absorption of the anesthetic 
agent, and to control hemorrhage. 

In Obstetrics, ADRENALIN is used as a uterine relaxant. 
In Anesthesiology, ADRENALIN is used to overcome 
cardiac arrest. 


In Ophthalmology, ADRENALIN reduces intraocular 


pressure, vascular congestion, and conjunctival edema. 


In Otolaryngology, ADRENALIN controls hemorrhage 
and provides prompt decongestion. 
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The uncomplicated nutritional 


progress! of infants fed Lactum® 


speaks for its sound rationale. Lactum 


is Mead’s liquid formula made from 


whole milk and Dextri-Maltose.” 


It provides generous milk protein for 


sturdy growth and sound tissue 


structure, with sufficient calories to 


spare protein and meet the infant’s 


energy needs. 


Lactum is convenient and easy to 


prepare—simply mix equal parts of 


Lactum and water for a formula 


supplying 20 calories per fluid ounce. 


1. Frost, L. H., and Jackson, R. L.: 
J. Pediat. 39: 585-592, 1951 
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MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 


EAD 


~~ WY) 
<A; 
/ } 
un ZN 
4 
eee ’ 
| 
of night gee din’ gar 


